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RELEASE THE STORY FOR ANALYSIS \ 


\ spontaneous, free flow of speech can be ob- 
tained by intravenous injection of ‘Methedrine’; 
previously withheld information is often disclosed, 


and abreaction is facilitated. 


There is no amnesia following “Methedrine’ ad- 
ministration; therefore there are no misgivings as 
to what has been said. Recollection of the inter- 
view helps the patien’ to accept the psychiatrist’s 


interpretations. 


In contrast to the drowsiness and depression 
persisting after barbiturates are used for narco- 
synthesis, patients receiving ‘Methedrine’ are left 
with a sense of well-being. Any stimulation re- 
maining after the session may. if necessary, be 
controlled by sedation. 


Information as to 
dosage and technique 
will be sent on request 
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the treatment of alcoholism with 


Can an "Antabuse" 
alcohol reaction 
from any other 
than the intake 
alcoholic beveras 


Yes. A reaction may be 
produced by any medicament 
or food in which alcohol is 
present, such as elixirs, 
certain tonics 

remedies, wine 

A reaction may als 

by alcohol rubs as well as by 
inhalation of alcoholic vapors. 


The above is typical of the countless questions 
received from the medical profession. Should you 
require further information regarding this or any 

other aspect of "Antabuse" therapy, please feel 

free to call on us. Descriptive literature is available 
on request. 
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New Fenestra Psychiatric Package Windows in G.M.S. 
Veterans Hospital, Omaha, Nebraska. 

Architect: Ellerbe & Co. and leo A. Daly Co. 

Contractor: Peter Kiewit Sons Co. & Associates 


HERE...DETENTION HAS 
A LOOK OF FREEDOM 


No medieval look of a jail here. 

Here, detention has the encouraging feel- 
ing of freedom. These modern Fenestra* 
Psychiatric Package Windows look like the 
beautiful Fenestra Awning Type Windows 
you've seen in hospitals, schools, restaurants 
and homes, yet they give your patients extra 
protection! 

It’s in their design and their screens. The 
Fenestra Psychiatric Window “Package” in- 
cludes the graceful awning type steel window 
with smooth-working operator and remov- 
able bronze adjuster handle ... and your 
choice of four types of flush-mounted inside 
screens: DETENTION SCREEN for maxi- 
mum restraint (the tremendously strong mesh 
is attached to shock absorbers built in the 
PROTECTION SCREEN or SAFETY 
disturbed _ patients, 


frame), 


SCREEN for less or 


INSECT SCREEN for general and adminis- 
trative sections of your hospital. 

There are no sills to climb on. No sharp 
corners. No way for patients to get at the 
glass. All-weather ventilation, controlled 
without even touching the screen. And the 
windows are washed inside and outside from 
inside the room. 

Fenestra Super Hot-Dip Galvanized Windows 
Cut Maintenance Costs. 

To eliminate maintenance-painting, Fenes- 
tra Windows are available Super Hot-Dip 
Galvanized (on special order), from America’s 
only plant especially designed to hot-dip 
galvanize steel windows. Get complete infor- 
mation... call your Fenestra Representative, 
(he’s listed in the yellow pages of your 
phone book), or write Detroit Steel Products 
Company, Department AJ-6, 2276 East Grand 
Boulevard, Detroit 11, Michigan. = 
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MODERN NEUROLOGY 
requires dependable diagnosis 


MEDCRAFT Model D 
Electroencephalograph 


Requires no shielded rooms 
All components plug into position 
No B batteries 


Write for specifications and prices 


REAR VIEW — Showing 


accessibility of components 


Model B-24 
Shock Therapy Unit 


Glissando Control — adjustable 
timing and voltage — 
light weight an! rugged. 
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Luminal and Luminal Sodium — time-tested, effective dampers of cortical 
over-activity — control emotional turbulence, restlessness and 
hyperirritability promptly and for prolonged periods 
FOR ORAL USE: 
. LUMINAL SODIUM 
Tablets 16 mg. (44 grain); 32 mg. (1% grain) and 0.1 Gm. (1% grains), 
. LUMINAL (Phenobarbital) 
Tablets 16 mg. (14 grain), 32 mg. (% grain) and 0.1 Gm. (114 grains). 


Elixir a 4 grain/teaspoonful), bottles of 354 cc. (12 fl. oz.) 
and 3.785 liters (1 U.S. gallon), 


FOR PARENTERAL USE: 
. LUMINAL SODIUM 
Hypodermic tablets of 65 mg. (1 grain), bottles of 50 and 500, 
for subcutaneous or intramuscular injection; Powder, ampuls 
of 0.13 Gm. and 0.32 Gm. (2 grams and 5 grains), for subcutaneous, 
intramuscular and (exceptionally) intravenous injection; 
Solution in propylene glycol, ampuls of 2 cc. (0.32 Gm.,5 grains), 
Ampins — sterile, disposable injection units of 2 cc. (5 grains) 
and 10 cc. vials (2% grains/cc.), for intramuscular injection only. 


THE PIONEER BRAND OF PHENOBARBITAL SODIUM 
BACKED BY MORE THAN 30 YEARS OF EXPERIENCE 


New 18,N Y. Winosoe Ont 


; 
J 
} 
5 
: 
| 
j : 
( 
SODIUM 
= 
IX 
a 
: 


4 


Internationally Endorsed by Psychiatrists 


REITER 
ELECTROSTIMULATORS 


The Reiter Electrostimulators provide therapeutic 
effect by means of specific LOW CURRENTS 
which simultaneously stimulate respiratory function. 


MODEL CW4TB 
for nonconvulsive prolonged stimulative therapy 
for combined convulsive therapy and stimulative therapy 
for stimulative therapy and respiratory problems as in barbiturate coma 
Unique circuit design permits long time opera- 
tion in treatment of barbiturate coma .. . 
DURABILITY 
In treating a serious barbiturate case the unique circuit design of 
1 
ij this instrument has permitted continuous operation for more than 200 


hours WITHOUT OVERHEATING or strain of the machine. 
FLEXIBILITY 


Three clinically proved and valuable complex currents are instantly 
available at the turn of a knob. 
| SIMPLICITY 
A truly simple control panel facilitates operation. 

LOGICAL TECHNIQUES 
Many years of actygl clinical, application and research have lead to 


development of facile logical techniques. A single attendant is 
adequate 


OTHER THERAPY RANGES 

MODEL CW46L— for entire ran 

All undesirable side effects of the convulsion are greatly minimized, 
avoiding memory defect, physical thrust, apnea, et« 


MODEL RCATB— for prolonge d deep coma therapy 


MODEL VA47—/for stimulative therapy and respiratory problems 
SPECIAL ELECTRODES WITH ALL MODELS REQUIRE NO JELLY 
Each model housed in a handsome, portable walnut cabinet which is 
reasonably lightweight. Operated from ordinary house current of 
115 volts AC. Each model fully supplied with appropriate electrodes. 


ge of convulsive therapy 


Descriptive literature and bibliography of papers as 
published in leading Journals available on request. 


REUBEN REITER, Se. D. 


38 WEST 48th SYREET, ROOM 606, NEW YORK 19, N. Y. 
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Weight increases up to 6 Ibs. a week, 
paralleled by increase in appetite, 
strength, well-being, are evidence of 
Lipomul’s eflectiveness as a caloric sup- 
plement. Lipomul provides fat that is 
calorie-rich, small in volume, and 
highly emulsified for palatability and 
ready assimilation. 


Lipomul-Oral contains: 


Vegetable Oil 40% 
Dextrose, Anhydrous ......... 10°, w/v 


Preserved with Sodium Benzoate... 0.1% 


May be given in milk (plain or flavored). 


a product of 


‘Upjohn Ree US. Pe 


for medicine... produced with care... designed for health 


Lipomul-Oral is supplied in pint bottles, 


THE UPJOHN COMPANY KALAMAZOO MICHIGAN 
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OR GRILLES 


SEPARATE INSECT SCREENS 


when Chamberlin Security Screens 
solve detention problems completely! 


protection 
Protect patients fully. | vire mesh of Chamberlin 
Deter n Sereens 18 spring minted in 


Aid therapy. [hey end need for depressing bars on 
grilles limina on of tt Or Cause patien 
Violen he provide cheertul, trin Appearance help 


spac | paticn recovers 
Cut maintenance costs. Bonderizing and heavy cname! 


finis cut down annual repainting cost. Extra-heays 


construction resists damage. Screens prevent grounds 
littering, reduce grounds maintenance costs 

Permit instant emergency release. Special Chamber 
in safety lock allows emergency release from outsid 


for quick patien removal in case of fire 


Avoilabiity of meta! products whiect defense regulations 


End glass breakage. | lie) stop patient glass breakage 
unlock easily from inside (see picture at left 


Modern institutions turn to 


routine window maintenance 


Double as insect screens. bine!) woven stainless-steel 


mesh admits ample light and air, doubles as insect 


screen, climinates expense of special insect screcning 
i 


For modern detention methods 


Special Products Division Let our Advisory Service give you detailed 
1254 LA BROSSE ST. ° DETROIT 32, MICHIGAN information on Chamberlin Security Screens 


for your specific detention needs 


Over 65,000 Chamberlin screen Chombertin quality 


Why waste money on... : 
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AN EVALUATION OF GLUTAMIC ACID IN MENTAL DEFICIENCY 


RALPH N. ZABARENKO, M.D.) ann GUINEVERE S. CHAMBERS, M. S.? 
Pittsburgh, Pa. 


INTRODUCTION 


The history of the investigation of the 
effects of glutamic acid on mental function- 
ing began with the publication in 1943(10) 
of the incidental observation that petit mal 
patients seemed brighter while receiving the 
acid as a possible treatment for their seizures. 
It has since been studied rather extensively 
in both human subjects and animals. The 
early animal studies rej orted positive effects 
on learning ability in the rat(2, 21). Later 
studies have not supported this claim(4, 6, 
g, 12, 16). The early human studies were 
enthusiastic in their findings of marked ac- 
celeration of mental functioning by glutamic 
acid(1I, 13, 17, 20). Conclusions of more 
recent work, especially that of McCulloch(7), 
of Quinn and Durling(11), and of Ellson, 
are dubious or negative. All the investigators 
in the field have had a difficult experimental 
problem, t.c, from a welter of variables ex- 
tracting those effects that may clearly be 
attributed to glutamic acid. The issue is more 
clouded than usual in the investigation of 
a new drug since the presumptive metabolic 
biochemistry is so involved(5, 8, 14, 15), 
the measuring instruments uncertain, and 
the number of other variables that may affect 
mental test performance is so great. The 
scope of this paper does not permit detailed 
evaluation of the experimental controls pre- 
viously used. Only an ideal experiment could 
hope to isolate the single variable of glutamic 
acid dosage. The reported papers suffer be- 
cause of many factors: varying diagnostic 
groupings, differential treatment of experi- 
mental and control patients, nonelimination 
of suggestive effects, failure to rule out the 
effects of environmental enrichment, etc. 
Since no experiment in this field can supply 
us with an absolute we must content our- 


‘Formerly Associate Research Psychiatrist, 


Western Psychiatric Institute, Pittsburgh, and 
presently Instructor, Dept. of Psychiatry, Univer- 
sity of Pittsburgh School of Medicine. 

2 Psychologist, Western Psychiatric 
Pittsburgh. 


Institute, 


selves with papers from which we may draw 
evaluative conclusions. 


EXPERIMENTAL 


The study used as subjects 58 mental de- 
fectives, 50 male, 8 female. All of them were 
patients at Polk State School* in western 
Pennsylvania. The group consisted mainly of 
imbeciles and some low grade morons; the 
initial IOs ranged from 20 to 66. Imbeciles 
were selected as the most stable institutional 
group and because they were readily avail- 
able for experimentation. The ages fell into 
2 distinct groupings: an immature group 
ranging from 5 to 11 at the beginning of 
the experiment and a mature group ranging 
from 19 to 35. This division was to allow us 
to observe possible effects of differential 
growth rates and also to avoid the possible 
artifact produced by a pubertal spurt in men- 
tal age gain. 

Diagnostically the group included cases 
of familial mental defect, mental defect 
associated with developmental brain anoma- 
lies, and cases where the low intelligence 
seemed related to postnatal brain insults. 
This diversity was purposeful in the hope 
of spotting particular cerebral metabolic 
states that would respond to glutamic acid. 
No cases of mongoloid mental deficiency or 
phenylpyruvic oligophrenia were included in 
the group since they are such distinctive and 
limited types of defect. Convulsive disorder 
cases were also excluded from the original 
selection. However, 2 of the cases began to 
exhibit some form of convulsive behavior 
during the experiment. 

About half the group (31) remained at Polk. 
The remainder, 16 immature and 11 mature 
males, weretransferred from Polk to Western 
Psychiatric Institute (WPI) in Pittsburgh 
for purposes of closer observation and mor 
elaborate study and to examine the effects of 
an enriched and stimulating environment. 

3 We owe the availability of these patients to the 


kindness and cooperation of Dr. Gale H. Walker, 
Medical Superintendent at the Polk State School. 
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AN EVALUATION OF GLUTAMI( 
For this group a lengthy period (about 6 
months) was allowed for adaptation to the 
new surroundings. 

The 2 experimental environments * were 
quite different in many ways. Polk State 
School is an institution specifically organized 
for the care of mental defectives. All the 
patients had been institutionalized at least 
long enough to be considered by the staff 
as thoroughly acclimated. The school is well 
run, and in general the morale of the patients 
was high. The Polk personnel, especially 
attendants, all had long experience in the 
field and usually were well acquainted with 
the specific patients involved. The environ- 
ment was altered during the experiment by 
the introduction of two nurses from WPI. 
These nurses remained in residence at Polk 
and their duties were confined to administer- 
ing the medication and making behavioral 
observations. In general, the Polk milieu was 
well routinized and had a subculture of its 
own, with its own status values and moral 
codes. The patients gained some status and 
received more attention than the average 
for the institution by their participation in 
the project. However, no effort was made 
to stimulate the activities of this group. The 
environment of the group of 8 immature 
males requires special mention. In order to 
keep the experimental group together they 
were transferred to a cottage housing some 
go adult males, including the 15 adults of 
the experiment. The youngsters were active 
and busy and soon began to receive added 
attention from the attendants and adult pa- 
tients. They had more freedom in the new 
situation and were much indulged in terms 
of food, toys, ete., with the end result that 
they were not only spared the stresses of 
the WPI group but appeared to have had a 
beneficent, stimulating environment from the 
first. 

The WPI environment, on the other hand, 
was that of an urban, neuropsychiatric in- 
stitute. One floor of the institute was devoted 
to the present project. The personnel were 
highly trained, but their training was mainly 
with psychiatrically ill patients rather than 
with mental defectives. Thus, the patient 

‘Grateful appreciation is due all the personnel 
connected with the project, especially nurses and 
attendants, for their great care with the work. 
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group transferred to WPI had a double stress 
in adjusting not only to new environment 
and personnel, but also to personnel who 
were, themselves, at first somewhat unsure 
of their new duties. This insecurity was 
quickly replaced by genuine warmth and 
concern for the patients. The nursing staff 
was organized to provide day-by-day ob- 
servations of behavior. Their orientation 
was strongly in the direction of finding and 
encouraging behavioral improvement and 
growth 

Many more observations of various sorts 
were made than will be reported in the pres- 
ent paper. The psychologist administered a 
battery of tests including the following items : 
(1) Stanford-Binet, Forms L and M alter- 
nated, or Merrill-Palmer,> (2) Grice 
Arthur Point Scale of Performance Tests, 
(3) Rorschach, (4) Vineland Social Matu- 
rity Scale, (5) Bender-Gestalt, (6) Human 
Figure Drawings, (7) Test of Animistic 
Thinking, (8) Test of Concept Formation, 
(9g) Minnesota Rate of Manipulation Test. 

Only the results with the Stanford-Binet 
scale will be reported here. For the Pitts- 
burgh group this test battery was given § 
times: (1) on selection for the project, (2) 
immediately after transfer to Western Psy- 
chiatric Institute, (3) at the end of the 
adaptation period, (4) at the close of the first 
medication period, and (5) at the close of 
the second medication period. For the Polk 
group the battery was given 3 times cor- 
responding to the last 3 administrations men- 
tioned above. 

Medical and psychiatric examinations in- 
cluded the following items: (1) height and 
weight studies, (2) general physical and 
neurologic status, (3) electroencephalograms, 
(4) pneumoencephalogram and/or skull 
X-rays, (5) basal metabolic rates, (6) serum 
protein and cholesterol studies, (7) various 
sedimenta- 
tion rate, nonprotein nitrogen, sugar tolerance, 


standard laboratory measures: 


electrocardiogram, etc., (8) repeated mental 
status and behavioral observations, (g) sleep 
graphs 
The drug used was |+ glutamic acid made 
up into 0.5 gram tablets. The placebo used 
Mental ages for 4 immature patients are from 
the Merrill-Palmer Scale because of their inade 


} 


quate verbal ability 
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consisted of starch, lactose, citric acid, and oil 
of peppermint, and corresponded fairly 
closely in taste and exactly in appearance to 
the glutamic acid tablets. All subjects were 
given a daily dose of 40 grams of glutamic 
acid and during the control periods an 
equivalent number of tablets of the placebo. 
In the early phases of the experiment 
the dosage levels were increased very 
gradually but, when no disturbing effects 
were noted at maximum dosage levels, 
later groups were brought to full 40-gram 
intake over a period of 10 days. During the 
changeovers in medication, the total number 


placebo. In the second medication period, 
the groups were reversed (see Table 1). 


RESULTS 
1. PSYCHIATRIC OBSERVATIONS 


Only a general, over-all summary of the 
psychiatric observations will be made in this 
paper. 

Psychiatric observations directed toward 
changes in the patient group revealed little 
that was clear cut. 

Normative observations on the group de- 
picted a rather wide variation in character 


TABLE 1 


EXPERIMENTAL SCHEDULE 


Testings 


WPI mature Subgroup A Transfer 


N=I11!1 N=6 
Subgroup B 
N==§ 


Transfer 


WPI immature Subgroup / Transfer 
N=16 N=8 

Subgroup 
N=8 


Transfer 


Polk mature 


Subgroup / 
N=8 
Subgroup 


Polk immature 
N=16 


Subgroup 
N=8 

Subgroup 
N=8 


of tablets remained the same, while increasing 
numbers of tablets of the new medication 
were substituted over a 10-day period. The 
bulk of the daily dose was given early in the 
day to avoid possible evening restlessness. 
All personnel connected with the experiment, 
except the senior author, were unaware 
which tablet contained glutamic acid, which 
placebo. They did know that a placebo was 
being used. 

The medication periods were at least 100 
days in length, with somewhat longer periods 
for various groups. This was due to practical 
reasons involving travel and large amounts 
of testing time. The experiment was so ar- 
ranged that in the first medication period 
half the group received glutamic acid, half 


Adaptation 


Adaptation 


Adaptation 


Adaptation 


3 


Glutamic acid Placebo 


Placebo Glutamic acid 


Glutamic acid Placebo 


Placebo Glutamic acid 


Glutamic acid Placebo 


Placebo Glutamic acid 


Glutamic acid Placebo 


Placebo Glutamic acid 


formation including schizoid formations, 
much anality and obsessiveness, hysterical 
manifestations, cyclothymic swings, and some 
relatively stable personalities. As a whole 
the group shared the weak ego structure 
that typically goes with the oligophrenic 
state. As a consequence regressive trends 
under stress were particularly evident, but 
were more striking in the immature patients. 

Two large segments of the experimental 
group showed marked changes, but in dif- 
ferent directions, to environmental shifts: 
(1) those who were transferred to WPI 
and (2) the 8 immature males at Polk. The 
WPI group showed marked evidence of 
regressive behavior and also rather marked 
disturbance of physiological functioning. 
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This latter was evident in terms of anorexia 
and weight loss and insomnia. There was 
some increase in body temperature (up to 
102" rectal with no accompanying infection 
Muscular tension and 
tremor were evident in the group. There was 


or dehydration ) 


an increase in infectious ailments (furuncles, 
pharyngitis, enteritis, etc.) and the immature 
boys had an epidemic of measles. In the ma- 
ture males the regressive behavior remained 
fairly sophisticated but was seen in much 
bewilderment, withdrawal, confusion. 
There was much seeking after nurses for 
attention and some naive malingering for 
this same purpose. In the immature group 
there was a return to quite infantile habits 
Some needed to be spoon fed ; others became 
enuretic day and night ; there was some fecal 
incontinence and motor coordination became 
poorer, The WPI group seemed to regain 
their pretransfer status in 4 to 8 weeks and 
in many instances continued to make gains 
in the direction of better adjustment. In 
marked contrast the & boys at Polk, who 
had only a minor environmental shift to cope 
with, and were lavished with attention by 
experienced attendants, showed physiological 
and behavioral gains almost from the start 
of their new regimen. These gains began be- 
fore glutamic acid medication was begun and 
continued steadily through the period of 
observation. 

During the medication period particular 
attention was paid to possible behavioral 
changes with special attention to increased 
alertness, irritability, insomnia, and change 
in level of psychomotor output. In no in 
stance were any of these features strikingly 
evident, although minor variations were noted 
and among these there was no consistency 
as to whether they occurred in glutamic or 
placebo-treated patients. The increased 
alertness that did occur was generally attrib- 
utable to increased familiarity with the 
environment and a feeling of greater security 
to attempt new modes of behavior. Insom- 
nia and restlessness were never striking fea- 
tures. Irritability was an occasional feature 
of behavior in the pretreatment adjustment 
period, but tended to decrease as the experi- 
ment progressed. The group as a whole 
seemed better adjusted over the course of 


tion of a growing relationship with the ob 


servers and also of me halo effect in the 


The mature patients tended to be aware 


of and comment on the change in medication 
from glutamic acid to placebo and vice versa. 
Their awareness was limited to the change 


in taste. Their observations were answered 


with a statement that there had been a change 
in the drug, but that the expected effect was 
still increased “smartness.” 

(ne of the features of the long-term adap- 
tation of the WPI group was that, in a sense, 
they overadapted and came to consider the 
ife humdrum and monotonous. To- 


ward the close they tended to become skepti- 


institute 


cal of the efficac y of the medication and to 
regard pill taking as a chore. It was possible 
to counteract these trends somewhat by 
further environmental enrichment. 

For the bulk of the Polk group the experi- 
ment remained a minor part of their daily 
ives. They cooperated well with the required 
routines throughout. 

Physically the patients all showed gains 
through the period of the experiment. Those 
who had had regressive setbacks regained 
the lost ground. 

There were perhaps half a dozen episodes 
of gastric distress out of an experience of 


some 10,000 patient-days of medication. 


2. Psycunometric Tests 


It must be said at the outset that there was 
no indication from psychometric tests of a 
positive effect of glutamic acid upon mental 
functioning. However, the data collected 
were voluminous and have been analyzed in 
this section in an attempt to clarify the status 
of the many variables involved. The follow- 
ing categories and sequence will be observed 
in a discussion of the data: (1) effects of 
transfer and adaptation, (2) effects of type of 
treatment and location, (3) effects of varying 
diagnosis, and (4) effects of participation in 
an experiment and also aging during this 
period 

To assess the effects of transfer, the mean 
mental age data from the first 3 testings 
of the WPI group were examined (Table 2). 
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\nalysis of variance® with these data 
revealed an F-ratio significant at the o.t 
level of confidence. However, in view of the 
mall number of cases and some extreme 
scores, the data were further examined by 
means of a t-test and Festinger’s ratio. These 
measures -failed to substantiate a significant 
difference. Thus we cannot say that transfer 
had a significant effect on mean performance 
on the Stanford-Binet even though marked 
behavioral changes were noted. 
Comparison of scores at the beginning and 
end of the adaptation period for the WPI 
group yielded a t-ratio significant at the .oo1 


WPI mature 


Polk mature 
S.D. 


INANQO 


Polk immature * 
Mean 


S.D 


level of confidence. Mature and immature 
groups contributed equally to this gain. 
Analysis of variance of the mean perform- 
ance on the Stanford-Binet following both 
kinds of medication failed to show any 
change due to glutamic acid or placebo ad- 
ministration. However, some of the sub- 
groups of the patient population did show 
significant mean gains and these were further 
analyzed. Immature subjects made greater 
mean gains than mature ones ( significant at the 
.05 level) and the Polk group made greater 
mean gains than the WPI group (significant 
at the .o1 level). But there was an original 
difference in IQ scores favoring the Polk 


® Interaction ratios were calculated for all anal- 
yses of variance where a significant F-ratio was 
obtained. 


TABLE 2 
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group, the mean for the Polk group being 
44.1 and for the WPI group, 34.6. To at- 
tempt to take this artifact into account all 
the scores were divided into two groups, t.c., 
those above and those below 45, an analysts 
of variance was performed to determine if a 
minimal level of intelligence is required be- 
fore patients can benefit from the medica- 
tion. Results indicated no significant dif- 
ference in amount of gain for the 2 groups. 
However, immature patients made greater 
gains than mature ones, and immature pa- 
tients with 1QOs above 45 made the greatest 
gains. 


MENTAL Ace Scores IN Montus THROUGHOUT THE STUDY 


46.009 
2.28 2.08 12.30 


26-72 


75.47 77.40 81.00 
9.51 10.83 9.54 
55-92 47-102 58-100 


44.44 48.56 54.06 
12.92 15.28 14.97 
30-86 


The & small boys at Polk were especially 
noteworthy since, with one exception, they 


TABLE 3 


Montus MENTAL Ace GAIN FoR IMMATURE POLK 


MALES 
Case Glutamic Over-all 
number acid Placebo gain 
43 5 I 6 
40 6 6 
47 I 3 4 
50 2 13 15 
51 13 I 14 
53 8 3 Il 
54 17 I i3 
57 5 i is 


maintained an approximately normal rate ol 
mental age gain over the experimental pe- 
riod including both drugs (Table 3). 


are 
= 
4 
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‘ 
2 3 4 
63.72 63.63 65.64 
10.21 13.12 10.52 13.35 
Range 45-76 45-82 51-80 51-85 
PI immature * 
- < 
| 
Xange 
* Scores from Merrill-Palmer Scale for 2 cases ae: 
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For those patients who gained 10 or more 
months of mental age during the experiment 
there was no significant difference between 
medications. The order of medication ap 
peared immaterial 

Analysis of variance applied to the means 
for the 3 diagnostic categories showed sig- 
nificance at the .o5 level. More detailed ex- 
amination of the data by t-ratio revealed that 
the postnatal defect groups made signifi 
cantly more gain (.01 level) than the familial 
or developmental groups over the course of 
the whole experiment. 

Although the WPI group was involved in 
the experiment for 16 months and the Polk 
group for only 12 months, there was no sig- 
nificant difference in mean gain (t-ratio less 
than 1.00). The data for groups above and 
below 45 [Q points were similar. However, 
comparison of mean gains for the period for 
mature and immature groups yielded signifi- 
cance in favor of the immature group at 
the .o5 level. Statistical measures are in- 
adequate to depict changes in rate of gain 
through the period, but inspection of Table 2 
indicates that the rate was_ relatively 
uniform. 


Discussion AND CONCLUSION 


It seems unnecessary to belabor the point 
that glutamic acid could not be found to have 
produced any significant gain in mental test 
performance or in behavior. It may be of 
interest to discuss the other factors involved 
in the experiment. 

lor the WPI group, test scores reveal no 
significant changes on transfer from L’olk to 
WPI although their behavior showed con- 
siderable disturbance with mainly regressive 
symptomatology. It would seem for these in- 
dividuals, who maintained their test  per- 
formance ability despite external stress, that 
actually the testing situation represented a 
familiar activity. The possibility also exists 
that the typical neurotic lowering of test 
performance does not occur because in this 
instance the stress is an externalized rather 
than an internal, anxiety-ridden one. One 
must, of course, question the adequacy of the 
Stanford-Linet scale in revealing emotional 
disturbance clearly. In this connection a 
later analysis of some of the other tests in 
the battery might be of value. 
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The transferred group made significant 
gains during their period of adaptation and 

ialization in the new environment. Test 
ing artifacts introduced by an examiner, sub 
jects motivated to seek gains, repetitious 
testing, increa ed motional security, and en- 
riched, stimulating surroundings must all be 
considered. It is doubtful that repeated test- 
ing was important, since the pre- and post- 
transfer tests given close together showed 
no differences. The other factors mentioned 
must be viewed as a complex totality, all 
tending to promote improved test perform- 
ance. The marked gains of the immature in- 
dividuals seem to reflect in addition their 
greater growth potential. However, it is 
noteworthy that the mature group, judged to 
have long since reached their performance 
ceiling, also gained significantly though less 
than the younger individuals. 

The results obtained with the breakdown 
into diagnostic categories bear out a, by now, 
familiar conclusion: brain-injured individ- 
uals respond well in settings of increased at- 
tention and emotional support where the em- 
phasis is on their abilities rather than their 
defects. It is important to note that imma- 
ture groups contained a heavy loading of 
brain-injury cases. The group of 8 imma- 
ture males at Polk add weight to the conclu- 
sions about ‘ie importance of environmental 
enrichment since their gains were so large 
and their handling so special and nontrau- 
matic. 


SUMMARY 


1. Glutamic acid in our study did not pro- 
duce significant gain in mental functioning. 
2. Environmental stimulation as seen in 
our study seemed to enhance mental func- 


tioning. 
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In 1937, Elvehjem, Madden, Strong and 
Woolley(1) proved nicotinic acid (niacin) to 
be the factor necessary for the cure and pre- 
vention of blacktongue in dogs, the experi- 
mental analogue of human pellagra. A few 
months later, 3 independent groups of in- 
vestigators( 2-4) reported the efficacy of this 
vitamin in the treatment of the latter disease. 
It was not long, however, before the dis- 
covery was made that pellagra was a symp 
tom-complex caused by deficiency of a num 
ber of vitamins, and it was established that 
nicotinic acid was effective in relieving men 
tal symptoms, mouth and mucous membrane 
lesions, and dermatitis. Aring and Spies (5), 
reporting on a series of well over 300 pel 
lagrins suffering from various psychiatric 
manifestations, concluded that niacin caused 
only some degree of symptomatic improve- 
ment in the chronic organic psychoses, but 
effected complete resolution of the acute 
organic psychoses of recent onset and of the 
neurasthenic syndromes commonly encoun 
tered as manifestations of pellagra. 

In view of its success in relieving the men- 
tal symptoms of pellagra, niacin soon received 
application in the treatment of a number of 
psychiatric syndromes—particularly organic 
psychoses of varied wtiology. Jolliffe, Bow- 
man, Rosenblum, and Fein(6) reported a 
dramatic reduction in mortality by the use of 
nicotinic acid in the treatment of a syn 
drome characterised by clouding of con- 
sciousness, cogwheel rigidities of the ex 
tremities, and uncontrollable grasping and 
sucking Cleckley, Sydenstricker, 
and Geeslin(7) obtained beneficial results 


if 


reflexes 


from the use of nicotinic acid in the treatment 
of a group of patients with organic psychoses, 
who showed no typical signs or symptoms 
of pellagra but did present some evidence of 
malnutrition. At a later date, Sydenstricker 
and Cleckley(8) reported that niacin had 
proved effective in the treatment of another 
group of patients with organic psychoses, 
two-thirds of whom were in the senile or pre 
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senile age range, and in none of whom was 
there cion of pellagra. These work- 
ers concluded that a therapeutic trial with 
nicotinic acid was indi ited in cor fusional 
psyel ttributed to cerebral arterio 
ete is or senility, toxic psychoses, exhaus- 
tion cd in ind other confusional psy 
chos ( d btful ztiology 


During the 10 years that have elapsed since 


this latter report was presented, Caldwell and 
Hardwicl 9 Lehn inn(10), anda number 
of other physicians have expressed the opin 
ion that nicotini id is of value in the treat 
ment of o1 ic psychoses attributed to cere- 
bral arteriosclerosis or senility. So far, how- 
ever, no systematic attempt appears to have 
been made to ascertain what degree of im 
provement may be anticipated in these cases 
or what proportion of them may be expected 
to respond to this treatment. Many physi 
cians have been disappointed with the results 
of mia therapy that they have observed 
or failed te observe these psychoses of 
emlitv, while othe have gone so far as to 
deny that it is of any benefit whatsoever 
[hus in many teaching centers it remains the 
practice to stress the extiology, pathology 
(including morbid anatomy and histology), 
classification, symptomatology, and differen 
tial d of these disorders, while omit 
ting to ention the ne of Spec fic 
or even general—treatment 
Met! oF ADMIN 
In this investigation an attempt has been 
made to gai ective evaluat of the 
degree of imy ement that may be antici 
pated, and the pr t ( which it 
y be expected t luring the admin 
trat of nicotinic acid to patients with 
psvel ( sSystemat cl t 
ric €N Inations with part ilar reference 
t rientation el vy, secondary 
t | ted whenever possible 
by psychological tests of intelligence, were 
mer } ed hef e the « mencement of thet 
upy, and were repeated as soon as the degree 
Ot imy vement (if any) stabilised at almost 
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the maximal level—which usually occurred 
after a few weeks of treatment. All patients 


received an initial dosage of 300 milligrams 


of nicotinic acid 3 times daily by mouth, and 


100 milligrams daily parenterally. This dos- 


age was continued for a maximum duration 


Age Interval Relation —— 


psychosis tests ment person 


Before Correct 


2. 55 Three 5 weeks 
F to six | After Correct 
months | 


{ Before Correct 


Three 3 weeks { 


months After Correct 


Before Correct 


3, W.S. 58 About 3 weeks 4 
M three 
months 


After Correct 


Before *lace 
wrong 


4. H. E 60 Twoor 12 weeks 
M three 
years 


After Correct 


TABLE 1 


Errects or Niacin THERAPY IN 8 Patients, Up To AND INCLUDING THE AGE OF 65, WITH 
CONFUSIONAL PsyCHOSsES OF SENILITY 


Orientation 


and Duration of between to treat- Place and 


RESULTS 


It was observed that the prognosis of pa- 
tients with psychoses of senility, receiving 
niacin therapy, appeared to bear some re- 
lationship to their age. The subjects of this 
investigation have therefore been divided into 


Memory 


— Secondary 
Intelli- symptoms 
Time Remote Recent gence and weight 


Wrong Poor Very 1Q 62.5 Mild depression. 
month poor 
Correct Good Fair IQ 88 Cheerful. 


Same weight. 


30 years Poor Very Unable Depression and 
wrong poor to test agitation. 
Correct Good Good 1Q 86 Cheerful. 


Same weight. 


Correct Fair Fair 


Mild depression. 


IQ 84 
(Co 57)* 


Correct Good Good 1Q 95 Mood normal. 
Gained 7 Ibs. 


Wrong date Poor Poor 1Q 56.5 Depressed and 


and month agitated. 
One or two Fair Fair 10 66 Cheerful. 
days wrong Gained 17 Ibs. 


{ Before Correct 
| 


61 About 6 weeks 
M six | After Correct 
months | 


[ Before Correct 
6. G.W. 62 About 7 weeks { . 
F three | After Correct 
months 


{ Before Correct 


7.R.S. 65 Three 3 weeks 4 
M or four { After Correct 
months 


{ Before Correct 


65 One year 6 weeks 
M sor: more After Correct 


of 3 months, in patients who showed little 
or no response to treatment. In those pa- 
tients showing a favourable response, the 
dosage was gradually reduced after they 
achieved the maximal level of improvement, 
but a maintenance dose of 100 milligrams 
daily by mouth was continued for an indefi- 
nite period. 


*CQ denotes Conceptual Quotient, obtained in the Shipley-Hartford test for intellectual impairment. 


Wrong date Fair Poor Unable Severe 
and month to test depression. 
Correct Good Good 1Q 105 Mood normal. 


Gained 20 Ibs. 


Correct Fair Fair 1Q 57.5 Moderately 
depressed. 
Correct Good Good 1Q 90 Mood normal. 


Gained 10 Ibs. 


Wrong day 1Q 87.5 Paranoid. 
and year poor (CQ 73)* 


Correct Good Good 1Q 128 Improved, but 
no insight. 


Wrong day Fair Fair 1Q 90 Emotional 
and year lability. 
Correct Good Good 1Q 100 Improved. 


Same weight. 


two groups—those up to and including the 
age of 65, and those over this age. Of a 
total of 14 patients aged 65 and under, who 
were seen following their admission to a psy- 
chiatric institution, 8 showed either dramatic 
or significant improvement (outlined briefly 
in Table 1) and were able to leave hospital 
after treatment, whereas 6 showed only 
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symptomatic improvement or none at all. 
During the same period of time, an attempt 
was made to administer a course of niacin 
therapy to 40 patients over the age of 65, 
who had been institutionalised on account 
of psychoses of senility. Six of these patients 
died within a month or two of admission, 
and 3 others were totally incapacitated by 
severe cerebrovascular accidents, so that only 
31 patients in tLe older age group completed 
the course of treatment. Many of these ap- 
peared to show no improvement at all. A 
number showed symptomatic improvement, 


Age Interval Relation - 


and Duration of between totreat- Place and 


Case sex peychosis tests ment person 


Before Both 
wrong 
9M.C. 74 Two 7 weeks ¢ 
F months | After Correct 


Before Both 
wrong 
10. T.S. 73 About 9 weeks { 
M three After Correct 
months 


{ Before Place 
wrong 
11. HLA. 73) Two or 12 weeks { 
M three After Correct 
\ 


months 


{ Before Place 
| wrong 
Two or 7 weeks { 
F three | After Correct 
years 


which was quite noticeable in a few cases. 
Only 4, however, improved to such a degree 
that resocialisation was possible, and the 
results of therapy in these 4 patients are 
condensed in Table 2. 


DISCUSSION 


Thoughout this investigation every effort 
was made to establish the diagnosis beyond 
reasonable doubt, and particularly to exclude 
possible toxic xtiological factors, but this 1s 
often difficult in elderly patients with confu- 
sional psychoses. Special inquiry was made 
concerning a previous history of head injury, 
seizures, strokes, earlier attacks of any func- 


TABLE 2 


E-rrects OF Niacin THERAPY IN 4 PATIENTS 
PsyCHOSES OF SENILITY 


Orientation 


*CQ denotes Conceptual Quotient, obtained in the Shipley-Hartford test f 


tional emotional disorder, alcoholic consump- 
tion, nutritional habits, recent attacks of any 
infection, and recent sedation. Physical ex- 
amination was supplemented in every case 
by examinations of the blood and cerebro- 
ventriculography were also performed in all 
the patients aged 65 and under. A brief ac- 
count of the significant positive findings is 


luid. Electroencephalography and/< 


given below 

Marked arteriosclerosis (retinal, as well 
as systemic) was recorded on clinical ex- 
amination of each of the 12 patients whose 


, OVER THE AGE OF 65, WITH CONFUSIONAI 


Secondary 
telli symptoms 
nce and weight 


In 
Time Remote Recent ge 


Wrong day Very Very Unable 
and month poor poor to test 


Overtalkative. 
Euphoric 


Mood normal. 


Correct Good Good IQ &4 


Delirious and 
very agitated. 


Wrong 


Correct Good Fair 1Q 80 Cheerful. 


Wrong day Fair Very Unable Severe 
and month poor to test depression 
Correct Good Good IQ 103 Mood normal 


40 years Very Very 10 69 Paranoid 

wrong poor poor CQ &4)* 

1 year Poor Fair 1Q 90 Pleasant (no 
wrong longer paranoid) 


r intellectual impairmen 


results have been tabulatea. A moderate 
degree of hypertension was present in half 
this number (cases 1, 2, 3, 8; 11 and 12). 
Two of these patients with hypertension had 
definite signs of cardiac decompensation 
(cases 1 and 11). A history of “stroke” 
was elicited in the case of 2 other patients 
of the 6 with hypertension—in case 2 an 
attack of transient hemiparesis 6 months 
previously (believed to have been a hyper- 
and in case 8 an attack of 
hemiparesis 5 years previously (diagnosed 


tensive crisis); 


as cerebral thrombosis) with fairly good sub- 
sequent recovery of function. 

In 2 patients (cases 5 and 11) the blood 
N.P.N. was elevated to a level of 50-60 


Memory 
= 
poor poor to test 
1 
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mgms/100 c.c. at the height of the psychosis. 
This elevation, however, was not present in- 
itially, and in both instances was due to func- 
tional urinary retention, caused by depression 
and confusion. These 2 patients (cases 5 and 
11) were also the only ones with any history 
of previous functional emotional disorder. 
Case 11 had been hospitalised for 6 months, 
40 years previously, for an attack of depres- 
sion, while case 5 had taken 18 months off 
work, 30 years previously, for nonexistent 
“heart trouble.” 

In most other respects the histories were 
negative. However, one patient (case 9) was 
reported to have had a mild infection (‘“in- 
fluenza”) about 3 months prior to hospi- 
talisation. One patient (case 1) had received 
phenobarb. gr. } b. i. d. for a month preced- 
ing her admission to hospital, and another 
(case 11) had received sufficient bromides 
to causea blood level of 100 mgms per 100c.c. 
Neither the mild infection nor the relatively 
small doses of sedatives involved in these 
cases would be sufficient to cause a toxic 
psychosis in a healthy individual. Neverthe- 
less, they are mentioned here because it is felt 


that contributory factors such as these may 
precipitate cerebral decompensation in elderly 


subjects with some _ predisposition 
infra). 


(vide 


JETIOLOGY OF PsyYCHOSES OF SENILITY 


One of the more important conclusions 
drawn from an analysis of the results of 
therapy—which will be presented shortly— 
is that nicotinic acid is most effective in those 
psychoses of senility that are of recent, and 
fairly rapid, onset. However, the term 
“senility” implies a process that is of gradual 
and insidious onset, and the question might 
be raised whether any confusional psychosis 
of fairly rapid onset should be considered a 
“psychosis of senility.” This question may 
be answered by a brief consideration of some 
of the etiological factors that result in the 
development of these psychoses. It is pos- 
sible to distinguish between 2 major types of 
xtiological factors, according to the length 
of time for which they cause impairment of 
cerebral metaboiism : 

(A) “Predisposing factors,” acting over 
a prolonged period. If severe enough, these 
may be quite sufficient in themselves to cause 


the appearance of the psychosis. Such fac- 
tors include various types of prolonged cere- 
bral anoxia (anoxic, anaemic, stagnant, or 
histotoxic), prolonged mild deficiency of 
essential substances such as nicotinic acid, 
and “idiopathic” degeneration of cortical 
cells. The “stagnant” type of cerebral anoxia 
is found frequently, and may be caused by 
the following: (a) increased cerebrovas- 
cular resistance (demonstrated by Freyhan, 
Woodford, and Kety(11) in 1951, using the 
nitrous oxide method of measuring cerebral 
bloodflow), (b) cerebral thrombosis, with 
complete occlusion of certain vessels, (c) 
occlusion of the internal carotid artery 
(found by Fisher(12) in 1951), (d) pro- 
longed cardiac decompensation with dimin- 
ished cardiac output. A prolonged inild de- 
ficiency of nicotinic acid is commonly felt 
to result from (a) inadequate nutritional 
intake, (b) impaired absorption from the 
alimentary mucosa of many elderly subjects, 
(c) increased metabolic requirements such 
as may be caused by infections. 

(B) “Precipitating factors,” acting only 
for a short time, and usually not severe 
enough to cause the appearance of a psy- 
chosis except when one or more “‘predispos- 
ing factors” are present in subclinical degree. 
A great variety of agents may serve as pre- 
cipitating factors, the commonest being the 
following: (a) relatively small doses of any 
sedative, particularly those with prolonged 
action, (b) relatively minor infections, (c) 
temporary cerebral anoxia—often caused by 
epileptiform seizures, transient cerebrovas- 
cular attacks (“hypertensive crises”), or 
cardiac decompensation, (d) temporary de- 
ficiency of niacin, (e) temporary elevation of 
blood N.P.N., sometimes resulting from 
functional urinary retention, (f) any surgi- 
cal operation or other procedure performed 
under general anesthesia, (g) sudden loss 
of blood. 

From this theoretical consideration of 
etiology, it is evident that the psychoses of 
senility are most likely to be fairly rapid in 
onset when the final cerebral decompensation 
is effected by one of the “precipitating fac- 
tors.” It is necessary to add that, although 
many of these factors are toxic rather than 
organic, the disorder that they precipitate 
is not a “toxic psychosis.” In the first place, 
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total cerebral decompensation is effected by women) did in fact resume the management 


a very much smaller dose of the toxic agent of their homes and busine affairs. Only 
(or degree of toxamia) than is required one mat case 3) returned to his former 
to produce a toxic psychosis in healthy per- employment (making picture frames), but 
sons. Moreover, the unmasked symptoms of — the remaining men had already retired from 
organic mental impairment tend to remain their jobs a considerable time prior to their 
indefinitely, although the toxic precipitating admission to hospital 


factor may have acted for only a brief time. 


(OBSERVATIONS AND CONCLUSIONS 


Of a total of 54 patients in this investiga; 
these patients have been condensed in Tables A AEA TE itient, the better the chance of 
1 and 2. Analysis of these results tends to 
corroborate certain empirical impressions 
previously obtained through the use of nico- 
tinic acid in the treatment of much larger er 
numbers of similar cases. After a careful The final level of intellectual function de 
study of all available information, certain) pends on 2 variable factors: | 1) the initial 
observations have been made, and conclusions —jntelligence. and (b) the severity of res lual 
reached, concerning the use of nicotinic acid — oreanic mental in pairment. However, whil 
in the treatment of patients with psychoses — jt js usually possible to reach a reasonably ac 
of senility curate est vasa as to the former, the latte 

I ficacy Nicotinic acid therapy is effe is dependent on a variety of complex factors 
tive in an appreciable number of patients with and largely accounts for the very variable 
psychoses of senility. The disappointment degree of improvement occurring in these 
of many physicians in this method of treat- patient \mong other factors, the degree 
ment, and the denial by some that it is of © of improvement that may be anticipated in 
any value in these conditions, appear to result any given patient appears to be dependent 
largely from a lack of conceptual clarity on the following: (1) former intelligence, 
causing failure to recognise the factors in- 2) age of patient, (3) duration of psychosis 
fluencing the prognosis, and the reasons for at commencement of niacin the rapy, (4) a 
the limitations of this form of therapy clinical diagnosis of “psychosis with cerebral 

The degree of improvement in intellec- arteriosclerosis,” (5) pronounced secondary 
tual functions, occurring during the admin- (functional) symptoms, (6) adequate dosage 
istration of niacin, appears to be infinitely of niacin, and administration for a sufficient 
variable. In the present series, every degree length of time 
of response was observed —from no improve- It was not possible to establish any definite 
ment whatsoever in many cases, to the re- relations! ip between the degree of improve 
covery of very superior intelligence in one ment in intellectual functions and any of the 
patient (10) 128 in case 7). Twelve patients following 1) the presence of hypertension, 
were restored to a level of intellectual func (2) the presence of cardiac decompensation, 
tion compatible with return to society. Four (3) the severity of the primary (confusional ) 


of these (cases 1, 4,10, 12) remained in some mental symptoms of organic psychosis at 
measure dependent upon the assistance of | the commencement of niacin therapy 


other persons—a fact that appears to be Residual Organic Mental Impairment 
related to the existence of some residual The degree of improvement resulting from 
impairment of memory for recent events. niacin therapy in certain psychoses of senility 


The remaining & patients were all capable and the proportion of these cases in which 


community, and 6 of them (3 men and 3 __ by the following circumstance—the fact that 


of leading their lives independently in the such improvement occurs, are both limited 


requency of Marked Improvement, in 
=? Relation to Age of Patients It was possible 
ee to effect resocialisation in a little over 20% 
‘ ‘ 
} 
a 
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reversible changes in cellular function are 
followed quite rapidly by irreversible struc- 
tural changes. Bowman and Wortis(13), in 
1943, drew attention to the presence of per- 
manent organic mental impairment in many 
patients whose lives they believed they had 
previously saved by administration of niacin. 
In the present investigation, it is significant 
that a former lawyer (case 11) was never 
able to attain an IQ higher than 103 follow- 
ing treatment, and that only 3 patients were 
able to attain an IQ over 100. 

Former Intelligence —Certain statistical 
evidence(14) suggests that the psychoses of 
senility affect a higher percentage of indi- 
viduals with low educational standards, and 
presumably with low intelligence. If this 
is true, it would constitute a further reason 
why more of these patients do not attain a 
higher level of intellectual function following 
treatment. 

Apart from the preceding theoretical con- 
siderations, there does appear to be some in- 
dication that the prognosis is better in those 
patients whose former intelligence was high. 
The only university graduates in the present 
group (cases 7 and 11) underwent marked 
improvement. Moreover, in patients in whom 
there is a corresponding degree of residual 
organic impairment, it is apparent that those 
with an initially high intelligence stand the 
best chance of being restored to a level of 
intellectual function compatible with re- 
socialisation. 

Age of Patient—It has already been 
pointed out that the proportion of patients 
showing marked improvement was very 
much greater for those up to and including 
the age of 65, than for those over this age. It 
is also true that the degree of improvement 
occurring, and the final level of intellectual 
function attained, were on the whole greater 
in the younger than in the older patients. 

Duration of Psychosis at Commencement 
of Niacin Therapy.—The prognosis is best 
in those patients in whom the psychosis is 
of recent, and fairly rapid, onset. Early rec- 
ognition of the psychosis and prompt insti- 
tution of therapy are considered essential if 
severe residual organic impairment is to be 
avoided. In the present series, the psychosis 
had been present less than 6 months in 9 of 
the 12 patients showing marked improve- 


ment, and only about 3 months in most of 
those showing the greatest improvement. It 
is considered unlikely that much improve- 
ment will occur in patients in whom the psy- 
chosis has been present longer than 6 months, 
unless there has been a recent increase in 
the severity of symptomatology. 

The diagnosis of “psychosis with cerebral 
arteriosclerosis,” and not “senile psychosis,” 
had been made initially in by far the majority 
of patients who subsequently showed marked 
improvement during niacin thearapy. Al- 
though clinical differentiation between these 
entities is not considered reliable in individual 
instances, the existence of this trend is felt 
to be significant. It would appear that the 
prognosis is better in patients believed to 
have cerebral arteriosclerosis than in those 
with the diagnosis of senile psychosis—pos- 
sibly owing to the frequent occurrence of a 
fairly rapid onset in the former condition, 
but of a slow insidious onset in the latter. 

Secondary Symptoms.—Strecker, Ebaugh, 
and [-walt(15) distinguish between primary 
symptoms of an organic psychosis (disorien- 
tation, memory impairment, and emotional 
lability—with variable physical, neurological, 
serological, or encephalographic findings) 
and secondary symptoms determined largely 
by the individual’s previous personality. The 
results of the present investigation tend to 
show that the prognosis is better in patients 
with psychoses of senility who have pro- 
nounced secondary symptoms of a functional 
nature, than in those who show only primary 
symptoms of organic confusion. Possibly 
the presence of secondary symptoms renders 
the patient’s sickness more obvious, his 
management at home more difficult, and 
hence early medical consultation more likely. 

Although the most dramatic recovery oc- 
curred in a patient with secondary paranoid 
symptoms (case 7), 7 of the 12 patients 
showing marked improvement with niacin 
therapy initially manifested secondary symp- 
toms of depression. In each of these cases 
there were definite primary symptoms of 
organic confusion, but it is nevertheless in- 
teresting to note that Washburne(16) has 
reported nicotinic acid to be of valueas a phar- 
macological adjunct to psychotherapy in pa- 
tients with depressions of functional origin. 


: 
d 
= 
q 


NICOTINIC ACID THERAPY 


IN PSYCHOSES OF SENILITY | June 


No matter how pronounced secondary 
(functional) symptoms may be, electro- 
convulsive therapy should not be adminis- 
tered to any patient with underlying symp- 
toms of an organic psychosis of senility, 
unless or until he has received an adequate 
therapeutic trial with nicotinic acid. The 
confusional effects of ECT (often combined 
with failure to administer niacin) will 
usually increase the severity of organic 
symptomatology, and render the damage 
permanent. The writer has seen several 
such cases, whose mental and physical condi- 
tion has rapidly deteriorated following ECT 
and more than one case in whom this de- 
terioration has terminated in early death. 
(on the other hand, ECT may be valuable in 
alleviating functional symptoms remaining 
after niacin has effected maximal improve- 
ment in the organic symptomatology. 

Rate of Response to Niacin Therapy. 
All patients received 1,000 mgms of nicotinic 
acid daily (300 mgms 3 times daily by mouth, 
and 100 mgms daily by injection) until maxi- 
mal improvement had occurred, or for a 
maximum period of 3 months. In_ those 
responding to niacin therapy, the first signs 
of any improvement were usually observed 
from 1 to 2 weeks after the commencement 
of treatment. In 3 of the 12 patients showing 
marked improvement, maximal recovery of 
function had been obtained by the end of 3 
weeks, and in all of them maximal recovery 
had occurred by the end of 12 weeks. The 
most complete recovery of mental function 
tended to occur in those who showed the 
most rapid response to treatment. 

Sequence of Recovery of Intellectual 
Functions.—It is interesting to note that 
the sequence in which symptoms of mental 
impairment improved during treatment cor- 
responded closely with the sequence of re- 
covery of intellectual functions following 
electroconvulsive therapy, as recorded by 
the Danish workers Lunn and Trolle(17). 
The ability to mobilise material memorised 
recently did not usually return until 
memory for remote events was quite de- 
tailed and accurate. Orientation as to time 
did not return until considerably later than 
orientation as to place and person. In the 
field of personal data, the greatest resistance 
to impairment was shown by the recall of 


name and marital state, but the concept of 
age was very vulnerable 

Subsequent Progress—One of these pa- 
tients (case 1) died from a cerebrovascular 
accident 6 weeks after completing the course 
of niacin therapy. The progress of 8 of the 
remaining II patients, whose improvement 
during treatment is shown in Tables 1 and 2, 
was observed for periods varying from 3 
months to 15 months following their dis- 
charge from hospital. In all cases a mainte- 
nance dose of 100 mgms of niacin daily by 
mouth was prescribed, and none of them 
showed any tendency to relapse during the 
time they were under observation. 

The mode of action of nicotinic acid, in 
effecting improvement in certain patients 
with psychoses of senility, is by no means 
established 
that some deficiency of niacin must have 


\ number of physicians believe 


existed in any patient who has benefited from 
its administration. However, it has also 
been suggested that it may act by some 
kind of “saturation effect,” in the absence of 
any deficiency. Considerable controversy has 
resulted from another hypothesis, which is 
widely accepted, that niacin may produce 
its beneficial effects in many confusional 
psychoses by means of cerebral vasodilata- 
tion. Moore(18) and Aring et al.(19) ad- 
vanced scientific evidence in support of 
this hypothesis, whereas Loman, Rinkel, 
and Myerson( 20), and more recently Schein- 
berg(21), have employed other scientific 
techniques of investigation, and have con- 
cluded from their results that niacin does 
not cause cerebral vasodilatation. There is 
little to indicate which of these possible modes 
of action may have been responsible for the 
improvement observed in the subjects of the 
present investigation. 

Prophylaxis.—There is one further aspect 
of the relationship between nicotinic acid and 
the psychoses of senility that is of vital im- 
portance—the possibility of prophylaxis. 
Attention has already been drawn to the ob- 
servations that nicotinic acid is most bene- 
ficial in psychoses of recent onset, and that 
it must be administered promptly because 
reversible changes in cellular function are 
followed quite rapidly by irreversible struc- 
tural changes. It was also mentioned earlier 
that some deficiency of nicotinic acid is be- 
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lieved to be one of the zxtiological factors 
involved in the development of the psychoses 
of senility, and at least one action of niacin 
in the treatment of these conaitions must be 
the replacement of any such deficiency. 

Now vitamins characteristically prevent 
the disorders that they cure, and the psy- 
choses of senility are surely no exception to 
the proverb that an ounce of prevention is 
worth a pound of cure. It seems possible that 
the administration of small doses of niacin 
daily to all individuals in the presenile and 
senile age groups would prevent or delay the 
onset of an appreciable number of the psy- 
choses of senility—the incidence of which is 
steadily increasing at the present time. The 
difficulties of a controlled experiment along 
these lines are immediately apparent. Never- 
theless, it is conceivable that nicotinic acid 
has greater potentialities to offer in the pre- 
vention of the psychoses of senility, than in 
the treatment of these conditions once they 
have developed. 
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INTRODUCTION 


A study has been made of the effect of 
lysergic acid diethylamide (LSD-25 Sandoz 
or LSD) on the affect, cognition, and expres 
sion of “normal” control subjects and of 
depressed patients. It has already been 
shown by Stoll(1, 2) that LSD has a pro- 
nounced psychic effect, manifested by in- 
creased emotional lability, dissociation, and 
imagery. Stoll described a euphoria that 
LSD occasionally produces in mental pa- 
tients. It is the purpose of this present study 
to determine if such a euphoria might be of 
value in the treatment of depression. 

Studies were done on 20 subjects, 5 “‘nor- 
mal” controls and 15 depressed patients. 
(The sole criterion of “normalcy” was that 
the individual function adequately in his 
immediate life situation.) The “normal” 
controls were each given a single oral dose of 
20 micrograms before breakfast. Psycho- 
logical and physiological observations were 
carried out over a period of 8 to 15 hours. 

The depressed patients were started on an 
oral dose of 20 micrograms, which was in- 
creased daily to a point where a definite psy- 
chophysiological could be observed. 
This point varied in different patients from 
20 to 100 micrograms. Psychological and 
physiological studies were carried out be- 
fore, during, and after the course of treat- 
ment with LSD. Treatment covered a pe- 
riod of a month except where it had to be 
interrupted for medical reasons. 


RESULTS 
A. Studies on Normal Control Subjects 
A sample protocol follows. 


o600 R 18, P 60, BP 90/70. Subject took 20 
gamma orally 


‘From the Division of Psychiatry and Neurol- 
oxy, Naval Medical Research Institute, Bethesda, 
Md. 

The opinions or assertions contained herein are 
the private ones of the writer and are not to be 
construed as ofhcial or reflecting the views of the 
Navy Department or the naval service at large. 
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0630 R 17, P ¢ BP 100/74 

0700 RK 16, P 70, BP 104/74 

0730 R 16, P 70, BP 104/74 

o800 R 14, P 68, BP 104/76. He reports numb- 

and =«tingli Tend reflexe are 

increased 

0830 RK 20, P 73, BP 104/84 

ogoo R 20, P 68, BP 118/100. He lau in- 
continently, uses language immoderately, an Ws 
fli t of ideas 

0930 RK 24, P 65, BP 120/100. He complains of 


paresthesias and distortions of vision; the contour 
of objects appears fluid 

1030 R 12, P 80, BP 104/76. He complains of 
“wolves howling,” and reports hallucinations on 
closing eyelids 

1100 R 14, P 80, BP 104/76 He recites lim- 
ericks and laughs at his own humour 

1205 R 18, P 70, BP 130/94. Mydriasis is marked 

1345 R 19, P 68, BP 120/96. Pupils now 5 mm 
and react slowly to light and accommoda 
tion He complains of sirens, tuning whistles 
and Morse code, and compares their intensity with 
that of a motor audible in the vicinity. (There was 
then no motor running.) He sees brightly coloured 
birds and hears them singing. He complains that 


blood pressure cuff causes extreme pain. He then 
complained that the drug had transformed him into 
a “television set,” because the paresthesias in his face 


and extremities seemed identical with the ripples 
and fadeout of the television screen. He believed 
that through this drug one could control others by 
sending out impulses that would be picked up by 
whoever took the drug. Subject was unaware of 
the bizarre nature of this idea. 

1540 Pupils still dilated. Subject complains that 
couch is movi in time with his heart beat. 

1700 Pupils 4 mm. Visions are decreased but 
bright figures on dark background are still re 
ported. He hears the “Three-Cornered Hat.” 

1800 Sleeping 

2100 R 18, P 62, BP 120/84. Pupils 3 mm. 
Subject claims tl 


claims at he feels fine and clear-headed 


and appears so objectively 


Résumé of other control subjects: only 
2 of § reported vivid hallucinations and 
euphoria as described above. The others 
nanifested extreme tension and anxiety. 


Characteristic Effects of Lvysergic Acid 


(ES * 


Diethylanude 
Description is given of the effects of LSD 


in the order of appearance. This order is sub- 
ject, however, to individual variation. Effects 
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are noticed 4 to 14 hours after oral admini- 
stration. They usually last 4 hours, but some- 
times as long as 12 hours. None of these 
effects could be noticed if, unknown to sub- 
jects, water was substituted for the drug. 

Autonomic nervous system: The initial 
reaction is like that of known sympathomi- 
metic drugs. There is a rise in blood pressure 
and pulse rate, occasionally followed by a 
rapid drop in both blood pressure and pulse. 
Mydriasis and cycloplegia are present. 
Changes in respiration are variable. 

Subjective symptoms are initiated by 
numbness, faintness, headache, neckache, and 
tension. Paresthesias come in waves. Nausea 
may occur ; appetite is indifferent. There is 
a sense of urgency. 

Motor system: Following the onset of 
paresthesias, psychomotor difficulties are ap- 
parent. Initially there is a fine tremor, in- 
creased by voluntary movement. This is 
followed by incoordination. Subjects may 


have difficulty in walking and difficulty in 
standing in Romberg’s position. Fine move- 
ments are more difficult and handwriting 
becomes larger, more cumbersome, more 


childlike. The tendon reflexes are increased 
but no pyramidal signs are noted. 

Mood: As the subject becomes adapted to 
the novel sensations and motor impairment, 
euphoria may ensue. There is a sense of 
aggrandizement, a feeling of omnipotence, 
but euphoria is not always present. Some 
individuals find the distortion of reality too 
threatening, and instead of euphoria there is 
a heightened anxiety, a desperate holding on, 
and an effort to maintain control of the 
situation, together with a heightened suspi- 
cion of the motives of others and hypo- 
chondriacal concern over the above symptoms. 
One person complained it was like being 
caught in a burning building; another that 
it was like going under ether; a third that it 
was like hanging over a cliff. Affect may be 
dissociated from experience so that the 
emotional reaction is inappropriate to the 
situation or to the content of thought. 

Conation: LSD gives the subject an in- 
creased feeling of energy. He forms am- 
bitious designs. The impairment of vision, 
and coordination, the rapid flight of ideas, 
the failure of reality testing make executive 
action difficult. 


Cognition: The changes in mental activity 
are characterized by flight of ideas, difficulty 
in concentration and in coordination. Never- 
theless, results on the Wechsler-Bellevue 
Test showed no significant difference. Mem- 
ory and comprehension are in no way im- 
paired. Loss of “reality testing” is exempli- 
fied by subject who carried on conversations 
with a Szondi card. Attempts were made 
to test subjects before they were handicapped 
by failure of accommodation, and this is 
perhaps sufficient explanation of the failure 
to show a significant deficit. Apparently dis- 
tortion, rather than deterioration of mental 
function, takes place. 

Sensorium: Alterations in the sensorium 
follow or may coincide with the euphoric 
state. Initially this may appear as a height- 
ened sensitivity and the subject may notice 
things of which he was not previously aware, 
such as a gold tooth in the mouth of the 
examiner. Defects in the surroundings ap- 
pear exaggerated. Noises become unbear- 
ably loud. Minor physical discomforts be- 
come the center of attention. This stage is 
followed by a distortion of reality. Illusions 
are frequent and often disturbing. The walls 
seem to pulsate and melt and they may ap- 
parently teem with insects. Distortions are 
present in all sensory modalities: a motor 
running may be heard as a symphony; the 
pulsations of the temporal artery are in- 
terpreted as movements of the pillow; a 
glass thermometer tastes like rubber ; water 
tastes as though it had salt in it. Most strik- 
ing are the hallucinations that succeed the 
illusions, most prominent in the visual field. 
Usually, unformed lights are first seen, 
followed by formed images such as brightly 
colored figures on a dark background. Geo- 
metrical figures are succeeded by human 
figures and human faces and scenes. These 
figures are of extraordinary plasticity, and 
change and multiply so that, if one sees a 
face, it may be reduplicated one-hundred- 
fold. The rapid change of one image to 
another is illustrated thus: a subject heard 
a noise that suggested a mouse running about. 
Hie saw an image of a mouse caught in a 
trap, its tail curled much as in Straub’s test. 
The S-shaped outline of the tail formed in 
turn the outline of a woman’s body. Within 
each circle outlining the woman's breasts 
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appeared a face. The faces multiplied rapidly 
to fill the held of 

Qn another occasion the thought of 


entire vision 


food 
to the hallucination of a cabbage 
followed in turn by a knife and fork udi 
tory hallucinations are frequent and may 
occur simultaneously with the visions so that 
a choir may be and heard. Train 
whistles and sirens are common; spoken 
words are heard 


seen 


rarely. Hallucinations of 
touch, taste, and smell are often present but 
are less vivid. The transition of images into 
hallucinations can be observed. Within the 
after-image of a light bulb a face may appear 
This hallucination appears to obey I:mmert’s 
law. Hallucinations may be induced by sug- 
gestion. One subject was asked to listen to 
the Scheherazade. Instead he heard the 
Three-Cornered Hat initially, and only later 
could he hear the suggested music. 

\nother subject demonstrated the auto- 
symbolic phenomenon. Asked to concentrate 
on smoothing out a piece of work he had 
done, he saw a vision of a woman smoothing 
out a wrinkled bed. The folds in the bed be- 
came larger and turned into ocean waves on 
which appeared an ocean liner. 

Certain resemblances to the dream state 
may be pointed out. As in the dream, sen- 
sory stimuli may be translated into images 
or hallucinations. As in the 
thoughts are translated into images and 
images into thoughts. Hallucinations often 
represent a condensation of previous experi- 
ences. One subject having seen a cardinal 
(Richmondena cardinalis) reported a vision 
of a masked bandit prowling around Fifth 
Avenue. The black markings suggested a 
mask and the mask a bandit so that the bird 
was seen as a bandit. 


dream state, 


These findings support the conclusions of 
Stoll that LSD produces an “intoxication of 
the acute exogenous reaction type” with 
vegetative and motor svmptoms and impres- 
sive disturbances of mood, stream of con- 
sciousness, and perception leading to an 
eidetic state. 


Therapeutt 
Patients 


Results with Depressed 

Studies were made on psychiatri@patients 
todetermine if would produce a euphoric 
state that would be of therapeutic value and 
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if it would serve as an aid to interview-psy- 
chotherapy. Al! severely depressed patients 
( { whate 


ver ch ostic category admitted to 


After 
a period of observation some were given a 


- hospital were studied extensively 


course of LSD usually of a month’s duration. 
Follow-up studies were continued for about 
6 months after treatment. An effort was 
made to match each depressed patient so 
treated with another patient comparable as 
to age and psychopathology who received 
treatment. All patients treated 
blocked and inaccessible 
Some representative case 


no specific 
with LSD 
before treatment 
studies follow: 


were 


Case 1.—This patient is a 55-year-old entrepre- 


admitted with the « 


neu! mplaints of nervousness 
and palpitations. On medical examination evidence 
was found of pet 
around 210/130 
mild 
moderately 


istent hypertension 
with c 


ranging 
beginning ret- 
(hemoglobin 9go% ) He 
176 pounds but 
otherwise his physical condition was not remark- 
able. The patient complained that “life was no 
longer worth living.” He felt discouraged and 
On psychiatric examination he appeared 
blocked, retarded, confused, tearful, and depressed 
Formerly, 


ncomiutant 
inopathy, anemia 


was obese, weighing 


de pre ssed 


he had a good business and a good home 
Mf late he had spent most of his time drinking, 
until he found himself homeless, 
Diagnostic impression 


friendless, and 
was involutional 
He was considered a suicidal risk. Pro- 
jective studies revealed heavy repressed dependent 


Tie eds, 


penniless 


sychosis 


obsessive trends, and reliance on psychoso- 
Hospitalization had no 
ameliorating effects nor was he accessible to psy- 
chotherapy. He parried all efforts by a rambling, 
circular discourse. In meaningful areas 
blocked. As he had experienced no 
improvement after 7 weeks’ hospitalization a trial 
of LSD initiated. The initial was 20 
micrograms daily, which was gradually increased 
to a maximum of 60 micrograms was 
continued a 4-week period. Mild euphoria 
was frequently noted and this effect was sustained 
after the obvious physiological reaction had worn 
off. He improved for about a fortnight. Then he 
began to distressing symptoms 

if shortness of breath, headache, tinnitus. 
He complained of ‘Jittery and nervous.” 
usually associated with 
hostility evoked during treat- 
They disappeared after these hostile senti- 
had been openly expressed 


matic solutions alone 


persistent 
he was 
was dose 


Dosage 
over 


suffer occasional 
consisting 
feeling 

n symptoms were 
marked 
ment 
ment 


feelings of 


After expression 
ngs of resentment he would usually experi- 
oria during the 


of 


ence eupl following treatment day 
Neurological signs during treatment were limited to 
mydriasis, ataxia, and incoordination. His 
sorium remained clear. After one week he remarked 
that he was feeling better than he had in months. 


Hel His 


le became less seclusive and socialized readily 


sen- 


r 
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blood pressure fell to around 190/110, a result 
explainable by increased rest and decreased tension. 
His weight increased 2 pounds. His hemoglobin 
fell to 80%. and a hlood smear showed toxic granu- 
lations. Initially, his spontaneous productions were 
unchanged. Only after considerable symptomatic 
improvement had taken place was the patient able 
to verbalize considerable hostility toward his family. 
Hitherto, his drinking and failures in work had 
been his only means of expressing resentment. 
Thereafter, he not only felt better but was able to 
carry out plans for employment and reconciliation 
with his family. His dependence was in no way 
overcome but he had obtained a better recognition 
of it. Rorschach and Szondi studies during treat- 
ment revealed no basic personality changes, although 
he appeared more constricted and defensive. After 
therapy these studies showed an awareness of de- 
pendent needs but also some decrease in these 
latent needs. There were increased adaptivity, 
a mood upswing, and increased drive. He was 
optimistic about his recovery, remarking, “ I don't 
know what you did but it was wonderful.” He was 
discharged as recovered, 2 months after onset of 
LSD therapy. 


Cask 2.—This patient is a 20-year-old, unmarried 
male who was admitted to the hospital in an acute 
depression with the complaint of nervousness. He 
was quiet and volunteered little. He complained 
tearfully that his mother was about to lose her 
home, his sister her job, and that he had to do 
something about it. He felt depraved and useless, 
and thought life was not worth living. He was both 
combative and suicidal. Marked resentment to the 
mother was considered of etiologic significance in 
the development of the depression. Physical con- 
dition was good. He weighed 156 pounds. Hemo- 
globin was 100%, urine was negative, blood pressure 
was 125/80, and pulse was 68. Because of his 
depression he was placed on a course of LSD for 
a month. No therapeutic effect was observed with 
doses as high as 100 micrograms. Occasionally he 
was fluent but usually he remained blocked. Once 
he complained that he was 3 inches high and that 
others might step on him. But usually no changes 
in sensorium could be elicited. He did not improve 
but continued withdrawn and depressed. He lost 10 
pounds in weight. His hemoglobin fell to 90%. 
Final diagnosis was schizophrenic reaction, chronic 
depression, unimproved. 


CAsE 3.—This patient is a 35-year-old unmarried 
lawyer admitted to the hospital after a serious 
suicidal attempt by poisoning. On admission he was 
considered depressed and suicidal even though he 
glossed over the depression with bland avoidance 
of personal problems. His physical condition was 
good after he had recovered from his suicidal at- 
tempt. His blood pressure was 138/60, pulse 8o, 
weight 180, hemoglobin 100%. He was given from 
20 to 70 micrograms of LSD daily for a 4-week 
period. During this time no neurological signs 
were present. Blood pressure changes were minimal. 
His weight did not vary. Occasionally he com- 


plained of distortions of vision, noting that other 
people appeared squat and shorter than himself. 
Free association to this distortion revealed to him 
his feelings of isolation and a compensatory need 
to feel superior to others. During his initial treat- 
ment he felt tense, anxious, and upset, but he was 
able to express some appropriate feelings of anger. 
Up to that point he had been unaware of his re- 
sentments. Now he came to view his relations with 
others more realistically. After 3 weeks he became 
less defensive and reacted and spoke more in terms 
of his real feelings. He gradually became aware 
of the role of hostility in the ontogenesis of his de- 
pression. Although repressed affect was elicited 
during LSD therapy, and although his depression 
cleared up, his basic personality remained unchanged. 
During severe stress he reverted to alcohol. How- 
ever, his depression did not recur. Final diagnosis 
was schizoid personality with depressive reaction. 
He was discharged as improved 7 months after 
his admission. 


DiscUSSION 


Fifteen patients with severe depressive 
reactions were treated with LSD. Two 
suffering from involutional psychoses made 
complete recoveries to their prepsychotic 
state. Four suffering from schizophrenic 
reaction with depression showed no change 
or became worse. Five schizoid persons with 
sevete depressive reaction improved so that 
they became free of depression; basically, 
they remained schizoid. In 4 other cases 
treatment was interrupted. Of these 4, 2 
developed profound circulatory depression, 
which required termination of treatment. 
The other 2 were diabetics who were trans- 
ferred to the medical service before LSD 
treatment was completed. Curiously, their 
insulin requirement was lowered temporarily 
after taking LSD. The validity and mean- 
ing of this observation are as yet uncertain. 

sy contrast in the control series of involu- 
tional psychoses, 2 patients recovered with- 
out specific therapy. Of 4 schizophrenic pa- 
tients with depression, I signed out against 
advice, unimproved ; the others were trans- 
ferred to mental hospitals, as unimproved. 

Of 5 schizoid patients with depression, 3 
showed improvement on _ hospitalization 
alone, while 2 failed to show improvement. 
Within the limits of this sample, LSD does 
not appear to have a significant therapeutic 
advantage in depressed states, although it 
appears of value as an adjuvant in a certain 
number of cases. It has the disadvantage of 
increasing an already present anxiety. It 
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other The 
produces may accentuate weight loss. There 


has disadvantages. anorexia it 


is some tendency for anemia to appear after 
prolonged dosage, although this may be 
referrable to reduced food intake. Insomnia 
is often agyravated. 

The effect of LSD is too disorganizing 
With 2 patients it 
seemed to foster a better doctor-patient re- 
them to 
Only one patient was 


for ambulant patients 


lation by enabling express and 
a 


recognize feelings. 
able to discuss his difficulties more freely 
during a pronounced euphoric reaction. 
About half the patients developed lessen- 
ing of depression, improvement of mood 
followed by clinical recovery from the de- 
pressive reaction, but unless this improve 
ment 
patients had difficulty in maintaining im- 


was followed up by psychotherapy 
provement. 

These data appear in keeping with Con- 
drau’s(3) observation that no definite con- 
clusions can be drawn as to the diagnostic 
and therapeutic value of LSD. 

The possibilities of personality explora- 
through direct) communication en 
visioned by Stoll were not realized. While 
IL.SD was not of value in promoting free 
verbal exchange, it is of potential use in 
personality exploration by the analysis of 
the hallucinations that it produces, as in the 
following example : 


tions 


ne patient reported a colourful mediaevai pageant 
1 made a sketch of it 


After the effects of LSD 


im 
had worn off, the sketch was presented to the pa 
tient who at first could make nothing of it. On 


iree association, the patient brought up the idea that 
the mediaeval figures really 
with whom the patient had been associated. 


were psychiatrists, 
One 
figure was drawn with an open door for a mouth 
and a window for the one good eye. This psy 
chiatrist talked too much and saw only half of 
the patient's Another figure 
slant-wise or leaning was considered a drunkard 
A third was pictured as a knight with visor drawn 
both open and closed. Associations to this drawing 
suggested that the psychiatrist was two-faced. A 
fourth armour-clad figure was in reality a female, 
suggesting that he was effeminate 
setting witl 


difficulties. drawn 


The mediaeval 
its rich pageantry and hapless figures 
ambivalence and 


sugested the disappointment 


about psychotherapy. Thus neither patient nor 
psychiatrist was left in doubt as to the patient's 
nevative feelings, which had previously gone 
unrecognized 


iring LSD 


less revealing than that done 


By contrast projective testing 


intoxicat nm was 


during the normal waking state. All patients 
and all but 2 « trols showed irked con 


striction in the Form-Interpretation test 
It was inferred that the patient attempted 
to compensate the effects of LSD by an in 
crea 1 effort at contr 
> IMA CONCI 2 

Lysergic acid diethvlamice LSD-2s 
Sandoz) given orally i1 sle dose is low 
as 20 micrograms produces depersonaliza- 
tion, derealization, and 1 ed n 
normal” individual larver d re 
quired to produce the same effect hotic 
] itients 

(Of 15 patients with depressive reactions, 
3 recovered and 4 improved after one month's 
treatment with daily oral doses of 20-100 


of LSD. Four nts showed 
no improvement In 4 cases, treatment was 


ilu ition could 


\nxiety was a prominent reaction 


nmucrogram 


discontinued before proper ev 
be made 


while less frequently euphoria was observed 


In 23 patients who developed euphoria it 
served as an aid to psychotherapy by en- 
couraging expression of feeling. In the 
others the heighteded anxiety encouraged 


reticence rather than confidence 
Improvement obtained during the course 
of LSD therapy was not greater than that 
obtained without its use in comparable cases. 
However, LSD affords therapeutically valu- 
able insights into unconscious processes by 
the medium of the hallucinations it produces. 
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Since Kraepelin’s original classification of 
mental disorders it has been recognized by a 
number of leading psychiatrists, including 
Kraepelin himself, that there was a fre- 
quently observed clinical entity that closely 
resembled the depressive picture of manic- 
depressive insanity, which, however, seem- 
ingly differed from it in a number of salient 
features. This recognition led to the adop- 
tion of a classification that included the cate- 
gory “Reactive Depression” as subdivision 
of the psychoneuroses(1). 

There has been a good deal of confusion 
and disagreement among authorities as to 
what constitutes a reactive depression. In 
general, if the depressive illness was pre- 
ceded by what the psychiatrist considered 
an “appropriate” precipitating event, it was 
labeled by him “reactive.” The disagree- 
ment arose when the illness, though of ob- 
vious psychotic character, nevertheless seem- 
ingly was related to definite causative factors. 
There also occur “neurotic” depressive phe- 
without delusions or bizarre 
behavior) in patients who could themselves 
neither account for their illness nor present 
convincing evidence to others that it followed 
any unusual circumstance. 

The newer Army classification(2), which 
has been adopted by a number of institutions 
and clinics—it being considered superior to 
the standard classification especially when 
applied to more acute reactions—has aban- 
doned the term “reactive depression” and 
uses “neurotic depressive reaction” instead. 
It is said to differ from the “psychotic de- 
pressive reaction” chiefly in degree and by 
the. absence of evidence of gross misinter- 
pretation of external reality, such as de- 
lusions of guilt and unworthiness. The con- 
fusion created by such discrepancies in 
concept and the desire for clarification of an 
important issue, in view of the frequency of 
depressive illness and its high mortality, has 
led the writer to review major literary con- 
tributions on this subject and case records of 
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depressed patients admitted to the Henry 
Phipps Psychiatric Clinic between 1946 and 
1948. He was stimulated in that enterprise 
by having had a major share of the responsi- 
bility for making the proper diagnoses dur- 
ing the stated period while attempting to fol- 
low the army classification. 

Lange(3) divided melancholia into 4 
groups: (1) the manic-depressive, (2) psy- 
chogenic depression, (3) a group like the 
manic-depressive but following a_ severe 
trauma, and (4) a reactive depression in 
constitutionally conditioned persons. He 
differentiates the manic-depressive (endoge- 
nous) variety from the psychogenic by 
attributing to the latter greater aggressive- 
ness, egocentricity, stubbornness, and overt 
hostility. In addition, he reported in psy- 
chogenic depressions no daily variations in 
mood, no feelings of oppression nor constipa- 
tion. They only have occasional ideas of 
guilt and frequently emphasize the guilt of 
the world surrounding them. Changes in 
milieu influence them:a good deal and they 
usually get well when their conflicts become 
solved. The personality type is syntonic 
and cycloid in the endogenous group but not 
so in the psychogenic. In summarizing his 
findings, Lange admitted that the differentia- 
tion from the remaining 2 groups was not 
so clear-cut. He considered all his described 
depressed patients psychotic since they re- 
quired hospitalization. However, he felt 
that there was some justification to call the 
psychogenic group neurasthenic, 1.e., neu- 
rotic. It is noteworthy that he referred to it 
as depression whereas he labeled the other 
3 groups as melancholias. 

Wexberg(4) reported on the symptoma- 
tology and pathogenesis of what he called 
“mild depressive states.” He found 7 dif- 
ferent groups: (a) cycloid, (b) schizoid, 
(c) cycloid-schizoid, (d) constitutional, (e) 
climacteric, (f) cerebral deficit states, (g) 
reactive, 

He considered as pathognomonic for 
depression a disturbance of mood with 
“tedium vite” up to suicidal inclinations 
and anxiety. Periodicity he found rare in 
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mild conditions, nor did he believe morning 
evening variation of mood to be pathogno 
monic of endogenous depressions. In the 
“reactive” group he noted a great frequency 
of vasovegetative phenomena, especially 
symptoms of Basedow’s disease. No men- 
tion is made of a distinction between neu 
rotic and psychotic in his patients. However, 
he is inclined to reserve psychotherapy for 
the “reactive” group. 

One of the most controversial publications 
is the paper by Gillespie(5) on the “Clinical 
Differentiation of Types of Depression,” 
which’ stimulated a good deal of discussion 
particularly among his British colleagues 
He found, in the main, 3 groups, one of 
which he named reactive, another autono- 
mous, and he described the third as resem- 
bling the involutional type of depression. 
Group I, the reactive variety, 1s said to be 
characterized by variability in response to 
ascertainable factors, external or internal, 
reduction in motor activity but no retarda- 
tion, preoccupation with health, evidence of 
considerable anxiety and concentration 1m- 
pairment as the result of preoccupation. 
Patients in this group showed insight for 
the abnormality of their condition but little 
as to the factors involved. They were in- 
clined to blame the environment more than 
themselves, had the best prognosis, and 
should clinically be properly termed as 
psychoneurotic. 

In the autonomous group, Gillespie found 
patients to be more remorseful, apprehen- 
sive, and restless. Their insight was super- 
ficial, they were more inclined to self-accusa- 
tion and to express ideas of unworthiness 
Although seemingly dependent on their 
doctor, they made little use of him. Their 
prepsychotic personality was usually vigor- 
ous, enterprising, ambitious, cheerful, and 
sociable. Of common occurrence was a 
family history of psychosis. Physical symp- 
toms were present in both groups and so was 
morning-evening variation of mood and 
suicide, 

The chief characteristic of patients in 
Group IIL was preoccupation of a hypo 
chondriacal nature. 

In conclusion, Gillespie remarked that no 
one sign or symptom was “going to serve as 
a touchstone for diagnosis, prognosis or as 
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it 1s prol able that reactivity 


a therapeutic indication. But of all the eri- 
in the sense of this paper is the one of great- 
est practical value. The importance of a 
vey of the entire history is shown in the 
manner in which a reactivity which may not 
be apparent to the psychotherapist in his 
nters with the case becomes evi- 
dent when the whole condition is looked at 
in retrospect. In this way the mistake of 
abandoning active therapy in a case ap- 
parently not responding may sometimes be 
avoided.” 

Harrowes(6) examined 70 cases, which 
inaged to categorize into 6 varieties: 
reactive, autogenous, recurrent, psychoneu- 
rotic. aversion, and involutional. Under re- 
activity he indicated not only the patient’s 
reaction to stimuli, but also to the etiologic 
agent. Of interest is his idea on psychoneu- 
rotic depression under which he included de- 
pressions with anxiety of “all three shades 
inguiétude, anxieté and angoisse ” Patients 
showed evidence of “psychopathy, neurop- 
athy, anxiety attacks, feelings of failure in 
life, sex trauma, unreality feelings and a 
greater subjectively than objectively de- 
pressed mood,” They were in their third 
decade of life He finally states that it is a 
“topical, reactive depression which is mild 
but tends to chronicity.” 

In 1934 Muncie(7) described a group of 
patients whom he classified under “depres- 
sion with tension.” As indicated by the label, 
the patients’ complaints centered around 
symptoms of tension in addition to insomnia, 
anorexia, and loss of weight. Some of them 
did not even mention a feeling of depression 
but were observed to be sad, brooding, and 
uninterested in the surroundings. Suicidal 
preoccupation was prominent in one half of 
the cases. Since the patients did not look 
deeply depressed some observers were in- 
clined to consider them neurotic, but in 
Muncie’s opinion they were “holergastic” 
(psychotic) even though they had no delu- 
sions. hallucinations, or other evidence of 
psychotic behavor The presence of depressed 
mood was evaluated on the basis of the pa- 
tient’s statement to that effect or by other, 
1k expressions, such as “afraid of 
being alone,” “homesick,” “inferiority com- 
plex.” The morning-evening variation of 
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mood was prevalent and considered as an- 
other evidence of psychosis. The suicidal 
danger was found to be particularly marked 
among patients who showed a good deal of 
anxiety. Muncie was impressed by certain 
dynamic factors. Most of the patients were 
successful, self-sufficient people, serious 
about responsibility and thriving on success. 
In defeat they had few assets to sustain them. 
Their illness was prolonged and resolved by 
lysis rather than crisis. In general, the pic- 
ture resembled that of an agitated depres- 
sion but without delusions or monotonous 
motor agitation. _ 

Aubrey Lewis(8) in a careful analysis of 
61 cases of depression under his observation 
produced a publication that has since become 
a classic. Regarding the presence of neurotic 
symptoms in depression, he states that they 
are present in equal frequency in the so-called 
reactive and endogenous variety and can 
therefore not be used as a means of differen- 
tiation. He is furthermore of the opinion 
that no sharp line can be drawn between 
psychosis and neurosis—an opinion that he 
shares, by his statement, with such authori- 


ties as Kraepelin, Bumke, and Meyer. With 
particular reference to anxiety neuroses, 
Lewis stresses his belief that they actually 
represented symptom complexes of depres- 


sions. Suicide and the difficulties in dis- 
covering its danger signals are discussed in 
some detail. He feels that all depressed pa- 
tients are potentially driven to suicide and 
that this in itself is an indication of psychotic 
behavior. 

Some 4 years later Lewis(g) took issue 
with the then current methods of classifica- 
tion, which he thought inadequate. He em- 
phasized the need for fixity of concept for 
purposes of research and went on to define 
depression as a mental state of a person who 
is unhappy and ill with his unhappiness. He 
refuted the idea that reactivity and psycho- 
genesis were identical or that hereditary or 
environmental influences could be told apart 
by means of presenting symptoms. The dif- 
ferentiation between “reactive” and “manic- 
depressive” depressions he considered too 
much subject to individual interpretation 
by the physician with resulting serious errors 
in the therapeutic approach. In his conclu- 
sion, Lewis expressed the hope that eventu- 
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ally descriptive classification will make place 
for a classification of depression based on 
etiology. 

Rogerson(10) disagreed with Lewis. He 
considered differentiation between psychotic 
and neurotic in depressive states not only 
valid but also useful. It is primarily one of 
degree of contact with reality and also based 
on determination of such factors as mood 
changes as a result of external events or 
instinctual strivings. The differences in 
therapeutic approach he considered exag- 
gerated even though they are present. In 
conclusion Rogerson, pointing to the close 
relationship of anxiety and depression, ad- 
vocated the use of the term “affective psy- 
chosis” for depressions and “affective neu- 
rosis” for anxiety states, the latter to be 
divided into depressive and anxiety neuroses. 

Muncie’s text-book(11) states the psy- 
chobiological point of view of what con- 
stitutes a depression. Classified under hol- 
ergasias (psychoses) he describes 5 major 
groups: the retarded, anxious, topical, agi- 
tated, and involutional depression. Under 
the heading “topical depressions,” one finds 
hypochondriacal, tension, catathymic, thy- 
monoic, and aversion depression. It is note- 
worthy that many patients showed no de- 
lusions or other distortion of reality but are 
considered “holergastically” depressed on the 
basis of mood disturbance and morning- 
evening variation of mood. At times “‘equiva- 
lents” such as fatigue, perplexity, etc., are 
considered as evidence of mood disorder. 
Muncie’s characterization of a holergasia is 
that it is more likely to be disturbing to 
psychobiological fufctioning than minor 
reactions and by committability. He believes, 
however, that hard demarcation is not pos- 
sible either qualitatively or quantitatively 
and that they are not mutually exclusive. 

The Army classification(2) elaborates on 
the term “neurotic depressive reaction” as 
follows: 


The anxiety in this reaction is allayed and hence 
partially relieved by self-depreciation through the 
mental mechanism of introjection. The reaction 
is often associated with the feeling of guilt for 
past failures or deeds. This reaction is a non-psy- 
chotic response precipitated by a current situation— 
frequently some loss sustained by the patient— 
although dynamically the depression is usually 
related to a repressed (unconscious) aggression. 
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The degree of the reaction in such cases is de 


pendent upon the utensitv of the patient's ambiva 


lent feeling toward his loss as ‘Ll as upon the 
realistic circumstances of the loss. The term is 

nymous with “reactive depression.” This re 
action must be differentiated from the correspond 
ing psychotic response which differs from it chiefly 
in degree. If the patient manifests evidence of 
gross misinterpretation of external reality (e.g 
guilt and unworthiness), it technically becomes a 
psychosis and should be classified as “psychotic 
depressive reaction.” 


From the foregoing it is apparent how ill- 
defined a clinical entity depression is. None 
of the supposedly characteristic signs such as 
daily variation of mood, sleep disturbance, 
suicide, or even mood disturbance, as evi- 
denced by Muncie’s tension depression, are 
universally accepted to be constantly present. 
There is even less agreement concerning 
what constitutes “neurotic” and “psychotic” 
depression. 

With the increasingly greater availability 
of psychiatric care and its concurrent popu- 
larization, a smaller proportion of patients 
present themselves to the doctor showing 
psychiatric clinical entities that resemble 
those of Kraepelinian nosology. The advent 
of the shock therapies and other physical 
methods has added to the difficulties by 
producing rapid changes in symptoms, which, 
however, frequently recur in different or 
“impure” form. All too often such treat- 
ments are given before dynamic factors of 
the case are understood or even a descriptive 
diagnosis made. This is likely to make the 
confusion in the field of depression more 
complete. 

During the years 1946-1948, 740 patients 
were discharged from the Henry Phipps 
Psychiatric Clinic, 97 of whom were diag- 
nosed as having suffered from a “neurotic 
depressive reaction.” In the main, the diag- 
nostic criteria of the Army classification were 
employed, t.e., absence of gross misinter- 
pretation of external reality in a subjectively 
and/or objectively depressed person. Dy- 
namic features such as introjection, etc., 
refersed to in the classification were too in- 
consistent and speculative to serve as diag- 
nostic criteria and therefore not used for 
that purpose 

A few brief case abstracts may be 
illustrative 

1. A young senior medical student was admitted 
in his second episode of depression characterized 


hope loss of i 
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3. The patient was a 40-year-old laborer who 
had had recurrent ¢ s of depression of varying 
durations, which he attributed to some happening 
in the environment, without being convinced of it 
himself. His sleep was excessive, he had made 

idal attempts, he complained of much anxiety 
and tension and showed very little improve- 
ment from a series of electric shock treatments 
Six months after discharge he was admitted to 


another hospital with exacerbation of his symptoms 


t no delusions or other evidence of disorgat 


5. After jumping head first from a 10-foot wall, 


a 29-year-old prominent socialite entered the clinic 
tures of the cervical spine. The suicidal 

ittempt culminated a period of depression of 6 
onths’ duration, which the patient attributed to 
increased responsibilities in the home. She was 
tated, her voi iky, she had crying spells and 
lept poorly. A history of feelings of inadequacy 
thr hout most of her life was given by the patient 
iter Of ths of hospitalization, her depression 
completely subsided. At no time did her feelings 


f inadequacy assume delusional proportions 


A successfil lawyer entered the clinic with 
the complaint of tension, sleeplessness, and exces- 
ive worry over business responsibility. He denied 
lepressed even though he was observed to 
be retarded and sad in the n ing and more cheer 
ful during the evening hours. The illness began 


when the patient lost the guidance and support of 
in elderly lawyer on whom he had depended a 
good deal in the past. After a few days in the 
hospital, the patient decided to leave against the 
idvice of his physician, stating that he was quite 
well, Two days later, he was found drowned in 
the partially frozen water of a golf course pool 
Upon his premature departure from the clinic, the 
patient was not considered to be psychotic—no 
evidence of delusions or other distortions of reality 
and therefore no recommendation for his certi- 
fication was mad 
Following a half-hearted suicidal attempt, a 


year-old widow was admitted to the Henry 
Phipps Psychiatric Clinic stating that she “hated 
herself and the world.” She had many somatic 
complaints, the most prominent of which was 
constipation. Soon after her husband's death she 


had begun to feel hopeless, slept poorly, and became 
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matters. After 
her mood disturbance 
her sleep improved, and she made plans 
for her return home. On arrival in her home state 
one day later, she jumped to her death from a 
twelfth story window of a large hotel. 

7. A 50-year-old physiotherapist stated his com 
plaint as “exhaustion, tension, and inability to work.” 
Hle was 


unduly concerned over financial 
several months in the clinic, 


subsided, 


bserved by the clinical personnel to be 


sad; he ate poorly and remained awake through 
most of the night. No delusions, self-deprecation, 
or mood variation was present. Hospitalization 


failed to produce the change he expected, and he 
left prematurely. Several months thereafter he 
was found dead on the front porch of his friend’s 
house after he had taken a lethal dose of a bar- 

ndition was said to have improved 
just shortly before the successful suicidal 


biturate. His ¢ 
greatly 


attempt. 


8. A 36-year-old businessman applied for ad- 
mission to the Henry Phipps Psychiatric Clinic 
for the second time because he felt “uneasy and 


tense in the morning and dazed in the evening.” 
He had lost confidence in himself, avoided meeting 
people, his libido decreased, but he entertained no 
suicidal ideas. 

Some 10 years before he had been admitted to 
the clinic with similar but more severe symptoms 
from which he recovered completely after a short 
hospital stay. A diagnosis of holergasia (psychosis ) 
had been made even though there was no evidence 
of delusions or personality disorganization. His 
family history indicated a strong tendency toward 
depressive illness in his mother, brother, and sister. 
As precipitating factors, the patient mentioned in- 
creased responsibility as the result of several deaths 
in his family. 

9. “Lack of spontaneity and joylessness” was the 
statement made by a 34-year-old physician, which 
had followed a feeling of intense anxiety. He 
attributed the feeling to guilt over an extramarital 
affair he had. shortly prior to his admission. Sleep, 
appetite, and bowel functions were normal. After a 
few wecks of psychotherapy, his depressive symp- 
toms almost completely disappeared and the patient 
resumed his medical practice without difficulties. 

10. A 28-year-old nurse entered the clinic in her 
second depression with feelings of inadequacy, hope- 
indecisivenéss, and suicidal thoughts. She 
had recovered from a similar illness 4 years before, 
after having received electroshock therapy. 


lessness, 


The onset closely coincided with arousal of hostile 
feelings in the patient toward her mother-in-law. 
In the hospital her sleep was poor but she ate well 
and showed no retardation at first. As time went 
on she became more retarded and grew increasingly 
agitated. At no time did she show delusions or 
other distortion of reality. Another series of electro- 
shock therapy promptly interrupted the depressive 
pattern and the patient returned to her former level 
of adjustment 


random, 


Al- 


were selected at 
representative of neurotic depression. 


These cases 


though all patients were hospitalized, this 
factor in itself was not necessarily indicative 
of greater severity than the ones ordinarily 
encountered in outpatient practice. All of 
them entered the clinic voluntarily, though 
in some instances only after considerable 
persuasion by the referring physician or a 
responsible relative. The diagnosis was made 
on the basis of the impressions as a rule 
gained by the referring physician, the pa- 
tient’s personal clinic physician, opinions ex- 
pressed during staff presentations, and a 
review of the chief of the clinic, assisted by 
the resident psychiatrist. 

A survey of the factors, symptoms, and 
signs commonly described in depressive ill- 
ness as shown by these 10 cases and others 
impresses one with the fact that they are 
very inconsistent. Such old standbys as 
sleep disturbance, mood fluctuation, anorexia, 
retardation or agitation, morning-evening 
variation of mood, suicidal preoccupation, 
recurrence, reactivity, or its absence, etc., 
may or may not be present. The prognosis as 
to recovery from the episode or more per- 
manent personal adjustment seems in no 
way to be related to such factors as “pre- 
cipitating events” or reactivity, nor does 
apparent recovery preclude the possibility of 
impulsive suicide ; the latter may well aid the 
patient in the successful execution of such a 
plan as illustrated by cases 6 and 7. On the 
other hand, at least one patient (8) showed 
a symptom complex commonly observed in 
the depressive phas of manic-depressive 
psychosis, even thougn without evidence of 
psychosis. It is noteworthy that this patient 
had a similar, though somewhat more dis- 
abling, illness previously that had then been 
classified as “holergasia.” If this be the case, 
“neurotic” would represent a mere quanti- 
tative criterion including, besides the more 
apparent, such features as degree of in- 
capacitation, committability, etc. Yet, the 
severest of all depressive phenomena is 
suicide and the evidence is against the as- 
sumption that it is more manifest in the 
psychotic variety. Furthermore, incapacita- 
tion is frequently minimal in the deluded 
psychotic, whereas the obsessional neurotic, 
for example, may be maximally incapacitated. 
The concept of neurosis being the “milder” 
disorder is probably a carryover from bygone 
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times when insanity was synonymous with 
psychosis, as it was usually observed in its 
well-advanced phase 

What value—if any—is there in the con- 
cept of neurotic depression? Neurotic people 
are generally not considered to take suicide 
seriously, a belief which is frequently dis- 
astrous. Neurotic people are said to function 
“partially,” yet the evidence indicates that 
the ability to carry on to a limited extent is 
a good deal dependent on an individual’s 
ability to tolerate handicap. Neurotic people 
are supposed to develop their neurosis as a 
reaction to some stimulus, external or in- 
ternal, or both. Psychiatrists often pride 
themselves to “understand” the reaction or 
at least find a “justification” for it. Yet, 
many times the basis of the neurotic disorder 
is as unknown as is the reason for the fluc- 
tuation in the severity of its symptoms, or 
their occasional disappearance by hypnotic 
suggestion or electroconvulsive therapy. 
Neurotic people are said to respond to psy- 
chotherapy more favorably; however, the 
difference in results is not very striking as 
far as depressive reactions are concerned. 
The degree of recovery from “psychotic” 
depressive illness either by physical therapy 
or “waiting it out” in a protected hospital 
environment is often a good deal more im- 
pressive than the results of prolonged efforts 
at psychotherapeutic reorientation of the 
“neurotically” depressed. 

Altogether one is more impressed by the 
similarity of the two than their differences. 
This holds particularly true of their person- 
ality make-up and certain basic issues and 
themes that are not elaborated upon here 
but are observed with surprising consistency. 

Wehitehorn(12), summing up psycho- 
dynamic factors in psychotic depressive re- 
actions, found among them the following 
themes to be commonly, even though not 
universally, present: (1) excessive demands 
for self-control; (2) “counter currents” of 
self-justification, even though self-blaming ; 
(3) a general inhibitory tying-up of psycho- 
logical and some physiological functions ; 
(4) a struggle to inhibit hostile impulses. 

A review of dynamic formulations of the 
cases reported here as examples of neurotic 
depressive reactions indicates a remarkable 
prevalence of similar themes in almost all 
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the patients, even though their behavior was 
nonpsychotic in terms of prevailing concepts. 

The question then arises why some patients 
develop delusions and others do not. Abra- 
ham( 13) attributes the development to phan- 
tasies that are heavily charged with narcis- 
sism. A clarification of this point is often 
severely impeded by the depressed patient’s 
difficulties in verbalizing feelings other than 
those of mood and his reluctance to share 
them with anyone once the mood disturbance 
subsides. However, those experienced in 
working with such patients discover very 
promptly how effective these delusions are 
in thwarting efforts at personal influence on 
the patient and frustrating psychothera- 
peutic endeavor. Yet, similar difficulties are 
encountered in the treatment of the so-called 
neurotically depressed. All this is evidence 
to support the view that, not only in symp- 
tomatology but in dynamics as well, the divi- 
sion of depression into a neurotic and psy- 
chotic group is only arbitrary. Even such 
adjectives as “mild” or “severe” are mislead- 
ing as long as they refer to overt symptoma- 
tology ; as already stated suicide is the se- 
verest of depressive manifestation and its 
occurrence has relatively little to do with 
the presence or absence of psychotic behavior. 
In the author’s opinion, bona fide depressive 
illness (1.e., excluding grief reactions or 
simple transient states of sadness) requires 
no further specification other than an indi- 
cation of the existing suicidal danger and the 
proposed plans for management and therapy. 
The latter will primarily depend on the 
former and also the degree of incapacitation. 
An orientation in that direction shoul! pro- 
vide helpful guidance to the diagnostician 
and spare him a relatively unfruitful pre- 
occupation with attempts to work out symp- 
tomatic differentials. 

The evaluation of suicidal danger repre- 
sents one of the most important and unfor- 
tunately most difficult tasks in psychiatry. 
Its importance is increasing with the greater 
availability of outpatient psychiatric treat- 
ment and also by a recognition of how det- 
rimental an influence excessively restrictive 
measures have on the therapeutic progress 
of a patient. Greater life expectancy 7nd the 
resulting larger number of people reaching 
“depression age” is another factor adding 
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to the importance of the problem. Yet, the 
psychiatric literature is relatively uncon- 
cerned with this matter as expressed by the 
surprisingly few publications on the subject. 
It is clear, however, as illustrated by the case 
abstracts and other clinical observations that 
calling a depression “neurotic” in no way 
reduces the danger of suicide. Most laymen 
and too many medical people as well are 
prone to ignore the self-destructive element 
once the adjective “neurotic” is introduced, 
a concept that has all too frequently disas- 
trous consequences. 

With the introduction of the more recent 
physical methods for the symptomatic relief 
of depressive symptoms the question arises 
whether the division of neurotic and psy- 
chotic depression could be justifiable on the 
basis of the condition’s responsiveness to such 
methods. Partridge(14) carefully analyzed 
the results of prefrontal lobotomy as it 
affected the persistence of depressive symp- 
toms and found that they subsided in all 
those cases in which psychodynamics played 
an important part but only in about 67% of 
those patients who were considered endoge- 
nously depressed. On the strength of his 
findings he ‘favored a distinction between 
endogenous and reactive depression without 
expressing an opinion on the neurotic or 
psychotic nature of the condition. 

As regards electroconvulsive therapy, it 
has been a frequent clinical observation 
that the most dramatic response to such 
treatment occurs in those depressed patients 
who show delusions particularly of a self- 
accusatory nature. Depressive illnesses in 
which anxiety symptoms are prominent are 
known to be less favorably influenced by 
convulsive treatment in the sense that anxiety 
symptoms continue to persist and in some in- 
stances become aggravated. Since some 
anxiety manifestations commonly constitute 
the major part of a “neurotic depression” 
some psychiatrists are cautious in using 
electroshock in such conditions, at times to 
the disadvantage of the patient. The follow- 
ing two examples may illustrate this point. 

Example 1: A 53-year-old horsebreeder was ad- 
mitted with the complaint of stomach trouble, which 
he had suffered for the past 30 years. In addition, 
he recently had lost interest in his work and friends, 
slept poorly, and constantly talked about “some- 
thing being wrong” with his stomach. While in 


the hospital he complained of being depressed and 
vaguely spoke of “wanting to be dead.” After 4 
months of hospitalization he showed no improve 
ment and returned to his hometown where he 
promptly received 6 clectroshock treatments with 
the result that he completely recovered from his 


depression. Shock treatment had been considered 


while he was in the hospital but eventually rejected 
by the staff because of “the neurotic nature of the 
depression.” 

Example 2: A 48-year-old housewife entered the 
clinic for the second time complaining of feeling 
depressed, tightness in her head, poor appetite, and 
being worried about her teeth. Although she 
conversed very little with other patients she was 
not retarded. In her contacts with the doctors she 
complained of various body symptoms but did not 
seem depressed. Her condition remained unchanged 
for several months until the staff reluctantly decided 
to administer electroshock therapy, expressing con- 
siderable skepticism to her husband as to the value 
of such a procedure in this case. After 12 treat- 
ments, which she resisted on each occasion, her 
depression subsided and she no longer complained 
of any physical symptoms. 


In the author’s opinion, a depressed pa- 
tient’s response to electric shock treatment is 
less dependent on the “neurotic” or “psy- 
chotic” nature of his depression than on the 
relative prominence of depressive mood in 
the total picture. Depressive reactions that 
show little response to such therapy were 
often misdiagnosed and in effect are complex 
chronic neurotic reactions accompanied by 
discouragement, a common feature in such 
conditions. Such discouragement is often 
very similar to depressive mood but usually 
does not constitute the patient’s chief con- 
cern and preoccupation. 


CONCLUSIONS AND SUMMARY 


There appears to be a good deal of con- 
fusion in the literature as well as in psychi- 
atric practice about depressive illness, which 
is a left-over from the era of descriptive psy- 
chiatry. Concepts of psychogenesis, endog- 
eny, reactivity, neurosis, psychosis, and 
others had been introduced to clarify the 
issue through more specific characterization, 
however, without producing the desired re- 
sult. Neither the course of the illness nor 


the therapeutic success of various proce- 
dures, nor the danger of suicide are consist- 
ently enough dependent on the factors men- 
tioned to justify their continued use. The 
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concept of considering a “neurotic” dépres- 
sive reaction to be merely a milder condition 
than the psychotic variety only supports the 
view of those who look upon the differen 
tiation of neurosis from psychosis as being 
superfluous and misleading. The danger of 
suicide is independent of the presence of 
overtly psychotic behavior and is likely to be 
overlooked by the inexperienced person who 
considers neurosis and suicide incompatible. 
Dynamic features in depressive illness do not 
show differentiating characteristics specific 
enough to permit the distinction between a 
reurotic and psychotic group. The appat 
ently different response of various depres- 
sive reactions to electroshock therapy is more 


dependent on the relative prominence of de 


pressive mood in the total picture than on 
the neurotic or psychotic nature of the con- 
dition. It is suggested that in evaluating 
depressive disorders more emphasis be put 
on suicidal dangers and problems of manage- 
ment rather than on adjectival characteriza- 
tion of “neurotic” or “psychotic.” 


BIBLIOGRAPHY 


1. Strecker, Edward A., et al. Practical Clint al 
Psychiatry, 6th Ed. Blakiston Co., Philadelphia, 
1O47. 


2. War lept. Tech. Bull, 203, Washingt 
1). 
er M I Zt 
i ! t., : 203, 1 
Wex Erwit Zur Klinik und Pat 
: f. d. ges. Ne t., 112: 549, 1925 
( esnis he lit il differentiation of 
type depression, Gu) eports, 79 30 
1929 
rrowe W Met [he depressive reactior 
typ 79: 23 33 “ 
e, W. Dep i with tension, Arch 
Neurol. and Psychiat., 32: 3 134 
\. Mela: lia. J. Ment , 80: 277, 
1934 
\ tate depressiot Their clinical 
ind xtiological differentiation. Brit. Med. J., 2 
875, 1938 
rson, The differentiation of neu 
rosis and psychosis with special reierence to states : 
f depression and anxiety. J. Ment. Sci., 86: 632, : 
11. Muncie, W. Psychobiology and Psychiatry, : 
2d Ed. C. V. Mosby Company, St. Louts, 1946 
; 12. Whitehorn, J. ‘ The B. T. McGhie Me 
1 rial Lecture, 1950 [he | iv. West. Ont Med J. 
20: 27, 
- 13. Abraham, K Manic-depressive states and 
pregenital levels of libid Selected Papers, 415-7' 
f i 14. Partridge, M. Some reflections on the nature 
ft f affective disorders, arising from the results of ; 
prefrontal leucotomy. J. Ment. Sct., 95: 795, Uct 
1949 
\ 
i ~ 


NATHAN S. KLINE, M. 


In a article(1), Kline and 
Tenney discussed the relation between re- 
covery rate in schizophrenia and the patient's 
body build in the light of a follow-up study 
conducted by them at the Veterans Adminis- 
tration Hospital at Lyons, N. J. Briefly, 
a sample of 455 schizophrenic males were 
photographed in the standardized somato- 
type positions, and these photographs were 
rated by Dr. W. H. Sheldon, without any 
knowledge as to diagnosis or recovery rate of 
these patients, who were allowed to follow 
their normal course in the hospital. Two 
years after admission of the first patient in 
the series, and 6 months after admission of 
the last one, a review of the disposition of 
the patients was made, which formed: the 
basis of the previous publication. 

The present article reviews the disposi- 
tion of the same sample, now that a further 
2 years have elapsed. Both studies are 
“cross-sectional” in that individual patients 
were not followed through subsequent re- 
admissions, but the data computed on the 
total number of patients in each of the 
classes at a given time. 

It may be pointed out that at the first re- 
view the total of approved discharges 
amounted to only 12.9% of the sample. This 
total has now risen to 43.1% of the sample, 
and so it will not be surprising if some of 
the previously found trends are substantially 
different. 

It is useful to distinguish 3 different rela- 
tionships in the present analysis: (1) di- 
agnosis ws. prognosis ; (2) somatotype vs. 
diagnosis; (3) somatotype vs. prognosis. 
Unless we examine the first 2 relationships 
before approaching the third one, we run 
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CONSTITUTIONAL FACTORS IN THE PROGNOSIS OF SCHIZOPHRENIA 


FURTHER OBSERVATIONS 
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the risk of attributing significance to a pos- 
sible relation between somatotype and prog- 
nosis that may, in fact, be rather more due 
toa relation between diagnosis and prognosis, 
or to a relation between somatotype and di- 
agnosis. Each of these 3 relationships will 
be examined below. 

Before entering into a discussion of the 
data, it should be noted that for the purpose 
of carrying out the numerous tests of sig- 
nificance some of the categories had to be 
combined or eliminated. Thus, for an 
analysis using the somatotype categories, only 
the total frequencies for endomorphs, meso- 
morphs, and ectomorphs were used. Shel- 
don’s “equal” categories (endomorphy = 
mesomorphy, mesomorphy =ectomorphy, ec- 
tomorphy and endomorphy = mesomorphy = 
ectomorphy) were left out. Similarly, when 
analysing the disposition of the patients, 
comparisons were made between the patients 
still hospitalised and the total of approved 
discharges. Patients at present on trial visit 
and those who. eloped, died, or were dis- 
charged against medical advice have been left 
out of the present analysis. On occasion it 
was found useful to make a distinction 
within the category of approved discharges, 
showing separately those discharged with 
maximum benefit from their stay in hospital 
(MHB), and those who were discharged 
from a year’s trial visit (TV). A similar 
procedure was followed in the previous 
article. 


Diagnosis vs. Prognosis: 


The following percentages of the various 
diagnostic categories have been discharged 


(MHB and TV): 


.. 20% 
Unclassified ..... 69% 
62% 
54% 
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In contrast to the “short-range” study, after 
2 additional years the relationship between 
diagnosis and prognosis was found to be 
highly significant. (For 5 d.f. a X* of 26.631 
obtained from the raw frequencies is sig 
nificant beyond the 0.1% level of confidence. ) 
Further examination showed that this was 
in particular due to the low recovery rate of 
the hebephrenic patients. When this group 
is left out of the analysis, the relationship 
no longer exceeds the bounds of chance 
probability. (X*=9.063 for 4 d.f. is not 
significant at the 5% level.) When we come 
to examine the relation between somatotype 
and prognosis we should, therefore, exclude 
the hebephrenic group from our analysis. 


Somatotype vs. Diagnosis: 


tecause some of the frequencies in the 
various categories were too small to permit 
adequate statistical testing for significance, 
some diagnostic groups had to be combined 
in order to test the over-all relationship 
between diagnosis and body type. In view of 
the fact that the “unclassified” and “other” 
groups are quite heterogeneous and poorly 
defined no significant over-all relationship 
between diagnosis and somatotype was either 
expected or found. Using the categories 
“paranoid,” “hebephrenic,” “unclassified” 
and “others,” the relationship did not exceed 
the 5% level (X*= 10.352 for 6 d.f.). Com 
paring, in turn, the paranoid and the hebe 
phrenic patients with all the other diagnostic 
groups, statistically significant differences did 
appear (both at the 5% level of confidence ). 

There does seem to be a trend for the 
paranoid patients to be more mesomorphic, 
while the hebephrenics tend to be less meso- 
morphic, and more ectomorphic than the 
rest of the sample. However, there remains 
considerable overlap between the groups, 
as is shown in the following table of 


percentages 


Paranoid Other 

Endomorphs 13% 17% 
Mesomorphs 62% 49% 
Eetomorphs 25% 34% 
Hebephre Ontbe 

lendomorphs 21% 14% 
Mesomorphs 30° 57% 


Ectomorphs 


F SCHIZOPHRENIA { June 


These results, which are, of course, identical 


with the ones discussed in the first review of 
these data, were previously described as 
follows: “Mesomorphs tended to be para- 
noid and not hebephrenic, whereas ecto- 


morphs tended to be hebephrenic and not 
paranoid.”’- When the heterogeneous “mixed” 
and “unclassified” groups are excluded the 
contrast is more striking but there is still 


overlap 


Somatotype vs. Prognosts: 


In the first study it was noted that none 
of the endomorphs had been discharged 
\IHB. The present data reveal a correlation 
at the 2% confidence level (X* of 5.337) 
between endomorphs and the still hospital- 
ized category when contrasted with ecto- 


morphs plus mesomorphs. The over-all re- 
lationship once again is not significant. 
The following table may be given as an ex- 
ample; here the hebephrenic patients have 
been excluded. 


MHB and Hospi- 

T\ talized 

Endomorphs 12% 17% 
Mesom rphs 58% 
Ectomorphs 25% 
(X?=2.189 for the raw frequencies, which 


for 2 df. does not exceed the 5% level of 
confidence. ) 

An attempt was made to test whether the 
finding of the first review, that mesomorphs 
have a significantly better recovery rate, 
still held. For this reason, various somato- 
type subcategories were combined to show 
only the greater or lesser degree of meso- 
morphism, as follows: 

1. Balanced mesomorphs. 

2. Endomorphic + Ectomorphic Meso- 
morphs 

3. Endomerphy = Mesomorphy plus Meso- 
morphy = Ectomorphy 

4. Mesomorphic Endomorphs + Mesomor- 
phic Ectomorphs. 

5. Balanced Endomorphs + Balanced Ecto- 
morphs. 

6. Ectomorphic Endomorphs + Endomor- 
phic Ectomorphs. 

this relationship also proved to be 
insignificant statistically (X?= 5.47 for 5 d.f. 
does not exceed the 5% level). The better 
prognosis for the mesomorphs in contrast to 
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ectomorphs plus endomorphs is no longer 
statistically significant. Review of the indi- 
vidual cases indicates that the mesomorphs 
tend to be discharged after a slightly shorter 
period of hospitalization and, more impor- 
tantly, there was a large reduction in the 
number of mesomorphs formerly on ap- 
proved discharge status. Eighteen meso- 
morphic patients who had been discharged 
MHB or from TV or were on TV were 
back on the hospital rolls in contrast to 3 
endomorphs and 4 ectomorphs.* 


Discussion: 


It is clear with the passage of time that it 
is not the better prognosis of the mesomorphs 
but the poorer prognosis of the endomorphs 
that is the important factor. The high rate of 
rehospitalization presents difficulties for a 


cross-sectional evaluation, and a 10-year 


longitudinal follow-up will probably be neces- 
sary to provide definitive data. 


4A parallel re-evaluation of patients in the 
Columbia-Greystone project, originally reported 
in reference 2, has shown this same result. This 
paper, by Windle, Hamwi, and Zubin, is in press 
for the J. Nerv. & Ment. Dis. 


Conclusions: 

1. Hebephrenics have a_ significantly 
poorer prognosis than the rest of the sample. 
Except for this, the relationship between 
diagnosis and prognosis was not found to be 
significant. 

2. A significant relationship exists be- 
tween mesomorphy and paranoid schizo- 
phrenia as also between ectomorphy and 
hebephrenic schizophrenia. 

3. When the endomorphs were contrasted 
to the combined ectomorphic and mesomor- 
phic groups they were found to have a sig- 
nificantly poorer prognosis. A larger pro- 
portion of endomorphs was still hospitalized 
than were patients of other body types. 
The conclusion of the first review, that 
mesomorphy was related to good prognosis, 
did not hold true for the longer time period. 
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According to the theory of J. B. Watson, 
thinking is a complex integrated pattern of 
behavior with a motor component represented: 
by the productions of language(7). K. S. 
Lashley first demonstrated that there were 


tongue movements during thinking similar to ° 


the movements of speech or whispered 
voice(8). The movements of the vocal appa- 
ratus were reproduced with greater accuracy 
by L. IX. Jacobson using an electrical myo- 
graphic apparatus(4). These studies have 
indicated that psychic activity is frequently 
accompanied by muscular movements of the 
mouth and throat. It must be noted, however, 
that vocal movements are not a consistent 
finding accompanying the thought process. 
Proceeding from this, the question has been 
raised as to whether or not the auditory 
hallucinations of the psychotic patient are 
also accompanied by movements of the vocal 
apparatus. It has been thought that the pa- 
tient might actually be hearing his own 
voice(3). If this were the case, the electro- 
myogram might serve as an objective means 
of determining the presence or absence of 
auditory hallucinations, thus aiding clinical 
judgment. 

In several papers, Gould reported that the 
basic electrical activity of the muscles of the 
mouth of hallucinating patients was higher 
than a normal population(1). Other studies, 
however, have shown that schizophrenic 
patients have a general increase of muscular 
tension throughout their bodies(5, 6). In 
Gould's later work, he was able to amplify 
the subvocal sounds of the larynx to an 
audible range. His reports do not state the 
percentage of patients for whom this was 
possible ( a, 3}. 

The question is still unanswered as_ to 
whether subvocal activity is a consistent con 

'From the Department of Psychiatry, Harvard 
Medical School, Boston Psychopathic Hospital 


MOVEMENTS OF THE VOCAL APPARATUS DURING 
AUDITORY HALLUCINATIONS ° 
BERTRAM H. ROBERTS, M.D., MILTON GREENBLATT, M.D., 


AND 


HARRY C. SOLOMON, M.D 


Boston, Mass. 


comitant of auditory hallucinations. In this 


study attention was paid to the muscular 
activity that was superimposed on the indi- 
vidual resting pattern during auditory hal- 
lucination in an effort to determine whether 
or not the hallucination actually was accom 
panied by a detectable movement of the vocal 
apparatus, 
PROCEDURE 


The study population consisted of 13 sub- 
jects; 6 of these experienced auditory hal- 
ucinations during the test, 4 had had 
hallucinations during the preceding week but 
not during the test, and 3 were nonpsychotic 
control subjects. The major difficulty in the 
experiment was the necessity of locating psy- 
chotic subjects capable of reporting the 
occurrence of a hallucination. Also, subjects 
who were physically agitated could not be 
tested since any sort of gross movement 
would completely obscure the low intensity 
muscle potentials of the larynx with artifacts. 

With the subject reclining on a couch ina 
darkened soundproof room, EMG electrodes 
were placed 3 cm. apart at the following 
locations: (a) anterior surface of the neck, 
over the thyro-hyoid membrane, 2 cm. from 
the mid-line, (b) mid-line of the anterior 
surface of the chin, 2 cm. inferior te the lip 
margin, and (c) temporo-mandibular joints 
on both sides. 

The first step in the procedure was to 
obtain a standard set of tracings for each 
subject going through certain actions. The 
subject was asked to repeat the day and date 
in audible and whispered voice, to verbalize 
the same statement silently, to swallow, to 
take a deep breath, and finally to assume a 
rigid posture. Subsequently, a resting pattern 
was established ; the amplitude of the poten- 
tials produced was roughly graded. The sub- 
ject was then requested to shut his eyes and 
report the beginning and ending of an audi- 
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tory hallucination by raising and lowering 
his little finger. This minute action did not 
create any disturbance in the resting pattern 
of the larynx. A continuous record was 
taken for 10 minutes. At the end of this 
time, the subject was asked to describe the 
hallucinations. 

The recording apparatus was an 8-channel 
Grass encephalographic amplifier set on the 
electromyogram range for muscle leads. 


RESULTS 


No gross changes in muscle potentials 
from the mouth and larynx were noted for 
the 7 nonhallucinating subjects (4 psychotic 
patients and 3 nonpsychotic control subjects) 
except during obvious movements of the lips, 
mouth, or larynx. 


No. of hallucinations 


Subject reported 

43 


There were 6 subjects (A-F) who re- 
ported auditory hallucinations. The test was 
repeated with one subject (F1 and F2) who 
had shown marked vocal activity exactly 
coincident with auditory hallucinations on 
the first trial. The change in muscle potential 
at any given time over the resting potential 
was graded on a 1 to 3 basis. Grade 1 was 
a slight increase in amplitude (2-4 mm) over 
the resting level; grade 2 was a moderate 
increase (4-10 mm); and grade 3 was a 
marked increase (over 10 mm). In Table 1 
the observations are tabulated according to 
this grading system. 

Table 1 indicates that subjects B, C, and E 
showed no evidence of electromyographic 
vocal activity although they reported hal- 
lucinations. Only subjects A, D, and F1 had 
definite evidence of increase of muscle po- 
tential associated with reported hallucina- 
tions. In the repetition of the test with F1 


TABLE 1 


ELECTROMYOGRAPHIC CHANGES DURING 


(represented by F2), the finding did not 
recur. 

In the series there were 12 instances of 
changes in the muscle potentials in the laryn- 
geal leads of grades 2 and 3, and Ig instances 
of muscle potential changes of these grades 
in the chin leads. In only 4 instances (shown 
in Table 1) was the disturbance coincident 
with the report of a hallucination. 

Some general features were noted in the 
records. It was found that there was con- 
tinuous muscular activity around the mouth 
at all times as the muscles are maintained 
in a state of tonus. Jacobson’s finding that 
internal verbalization was accompanied by 
movement in the vocal apparatus was du- 
plicated in our experiment. On the whole, 
the muscle potentials appeared to be higher in 


HALLUCINATIONS 


No. of times EMG bursts from vocal 
muscles coinciding with report 


(Grade 3 from larynx and mouth) 


(Grade 2 from mouth and larynx) 


(Grade 3 from larynx and mouth) 


I 

I 

oO 
2 


4 


the psychotic group than the nonpsychotic, 
but there were periods when the pattern of 
the psychotics was as quiescent as the nonpsy- 
chotics. The interesting positive finding in 
subject F was not reproduced on the second 
trial. In the interval he had received electric 
coma treatment; he reported that the voices 
were much quieter during the second test. 


SUMMARY 


The occurrence of 43 reports of auditory 
hallucinations were accompanied by 19 in- 
stances of muscle activity to a moderate to 
marked degree (grades 2 and 3). There 
were only 4 instances in which the activity 
was coincident with the report of a hallucina- 
tion, as indicated in Table 1. Although 
bursts of muscle activity are occasionally 
seen from muscles of vocalization coinciding 
with auditory hallucinations reported by 
psychotic patients, such hallucinations are 
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not consistently accompanied by vocal myo- 


graphic discharges. 
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MEDICAL AND LEGAL CONCEPTS OF CRIMINAL RESPONSIBILITY 


THE Socrat Process oF COOPERATION BETWEEN PsYCHIATRY AND THE Law 


IN One ' 
A. B. STOKES, M.B., Toronto, Onr. 


A move from opposition to increasing 
degrees of cooperation between professional 
groups is a social process in itself. As such 
the move is slow, demanding much clearing 
of principle, much attention to the forms of 
communication, and a mutual appreciation of 
allied goals. Where psychiatry and the law 
are concerned any liaison will be as success- 
ful as the mutual ability to bridge differences 
in the face of urgent human problems, both 
social and personal, requiring practical solu- 
tions. When the differences are clearly seen 
the bridging can be accomplished, if only as 
a pontoon structure, across the present 
frameworks of legal and psychiatric practice. 
In any community it is of interest to see how 
far the cooperative social process has 
developed. 

The differing notions on criminal respon- 


sibility, at first sight, might be unspanned 


poles. The term criminal responsibility 
implies a social offence and a personal lia- 
bility. That an offence has been committed 
is rarely in doubt, that the person indicted 
is the offending person is a matter of fact ; it 
is the liability of the convicted person that 
brings out sharply the differences in the 
medical and legal positions. 

The differences are fourfold: 

(A) The doctor-patient relationship is an 
interpersonal relationship, structured initially 
by the doctor to make the patient’s behaviour 
understandable in terms of the patient’s liv- 
ing. Where the patient’s behaviour is anti- 
social the doctor has at first to identify him- 
self with the antisocial situation in a per- 
missive sense. 

On the other hand the judge-defendant 
relationship is impersonally structured by 
society on the basis of one law for all. The 
criteria of excusing circumstances must at 
first be impersonal and therefore objective. 


1 Read .at the annual meeting of The 
American Psychiatric Association, Cincinnati, Ohio, 
May 7-11, 1951. 


(B) The doctor views the offending act 
as the inevitable outcome of a causal pattern, 
the elements of which are derived from nu- 
merous sources including society itself and 
the previous personal experiences in living. 

On the other hand the judge is concerned 
with one cause precedent to the offending act, 
namely, the formation by the person himself 
of criminal intent. 

(C) The doctor, thinking in terms of 
causal patterns, can rarely offer unqualified 
negatives or affirmatives to legal questions 
couched on the assumption of a direct causal 
chain. 

(D) The doctor seeks, by deploying his 
treatment techniques, to achieve reeducation 
toward a more socially acceptable conduct. 
The hope of his success, often in doubt, is 
always deferred in time. 

The judge’s action, at any rate in grave 
offences, must be certain in outcome, im- 
mediate, and in accordance with the tradi- 
tional principle that the same punishment be 
meted out to every person convicted of the 
same offence. 

These differences, crudely enunciated in 
this way, establish the polar extremes. In 
practice neither are held. On the one hand 
the doctors at some stage must by one means 
or another bring the patient face to face with 
his need to accept the restraints and dis- 
ciplines of society : in so doing he places him- 
self on the side of society. On the other hand 
the judge after an impersonal appraisal of 
the offence and the offending person has 
vested in him by society discretionary powers. 
If he, the judge, has good and sufficient 
reason to trust the sound information and 
guiding experience of the doctor, he will 
order rehabilitative rather than punitive 
measures ; in so doing he places himself on 
the side of the individual. 

For juvenile offenders in Canada there is 
no deterrent in the legal structure to the pro- 
vision of psychiatric services. The Archam- 
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bault Report on the Penal System of Canada, 
1938(1) strongly recommended that definite 
arrangements be made for the services of 
competent psychiatrists in the juvenile court 
system. The Toronto Juvenile and Family 
Court has employed a full-time psychiatrist 
since 1920; there in association with psy- 
chologists and social workers, and with a 
unique fostering by the court, the psychiatric 
contribution to the rehabilitation of the 
youthful offender has been considerable. 
ecause of the “natural” process of social 
maturation the specific effect of psychiatric 
effort in the field of delinquency is always 
difficult to estimate. Atcheson(2), however, 
in a research follow-up of some 5,000 cases 
can reasonably claim a worth-while success, 
despite a very heavy weighting of social 
deprivations in his large group. That weight- 
ing in itself has forced a new thinking by the 
community concerning its obligation to 
remedy some of the defects in its social 
arrangements. 

The urgent need of a residential treatment 
unit for very disturbed children has not yet 
been accepted as a community obligation. 
Facilities are lacking for the long-term treat- 
ment of those children appearing in the 
courts whose behaviour problem issues pri- 
marily from personality disorder. Nonethe- 
less, some provision has been made for 
long-term treatment at the Toronto Psychi- 
atric Hospital (Toronto University, Depart- 
ment of Psychiatry) in both outpatient and 
inpatient settings. A stronger relationship 
between the hospital and the juvenile court 
has, in the past 2 years, been cemented by the 
setting up of a section of forensic psychiatry 
in the university department. 

Although a renewed thinking by the com- 
munity on its obligations to rebellious youth 
is all to the good such thinking is only pre- 
liminary. With the most liberal of legal 
attitudes and the best community facilities 
the psychiatrist must look continuously to 
the techniques of treatment on which the law 
and the community ultimately rely. It seems 
clear that accomplishment in the treatment 
of aggressive rebellious youth is more hardly 
gained than in the instance of the inhibited 
submissive “too good” child. To set up now 
costly institutions for the delinquent, with the 
expectancy of unfailing success, is mistiming. 


OF CRIMINAL RESPONSIBILITY 


Rese h in act is a prior duty to be 

lertaken in the local instance by using the 

ull sore facilities of the iversit 

departme f psychiatry through its forensic 
section 


With adult offenders the relevant relation- 
ships of the law, psy‘ hiatry, and the com- 
munity in Toronto can best be brought out 


by reference to case instances. Gray(3) has 


already reported on the general arrange- 

ments. 
Ca I Mrs. A nas mer’s afternoon called 
he Clk r tl it s et ng Was wrong The 
I 1 the only child, aged &, dead 


The police considered and later proved that death 


Wii lue t stra! ulati nN 7 } t mi tl eT was irre sted 

and charged with murder. After a few hours in 

gaol Mrs. A. was transferred to the Toronto Psy 
ic H tal by tl Magistrate on the advice 

of the Crown Att ey's De tment. Investigation 

reve iled t it i ed had had i umbe 

depre ve attacks previ 

psychiatrist but had 1 

mental illne At the 

been depressed yet aga ! 

doubt that over a period of weeks she had shown 

reduced initiative and activity and had worried 

about the well being of her family and her home 

She had projected her doubts and hopelessness onto 

her ch Hern emory for the death of her child 

was lost and what she did remember of events be- 


fore and for some hours after was blurred and 
unclear 

Mrs. A. was considered unfit to plead and was 
committed to a mental hospital. She was later 
brought to trial and acquitted the grounds of 


n 
1 health apart from 


insanity. She is now in normal 


a continuing amnesia for the event 


The salient features of this case are that 
the Crown assumed the initiative in request- 
ing a mental examination, that the examina- 
tion was carried out in a hospital setting, that 
the examination was not limited only to an 
assessment of criminal responsibility within 
a legal definition but also allowed a full 
exposition of the psychiatric viewpoint. The 
full exposition was asked for and accepted 
by the Crown as the prosecuting party. The 
accused has not been exposed to any prison 
sentence; she has recovered and has been 
rehabilitated to the degree of a useful life 
in a sheltered living. 

In this instance the memory loss was of 
interest descriptively, psychologically, and in 
regarding criminal 
responsibility. After the judicial proceedings 
the opposed “frames of reference,” legal and 


its legal implications 
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psychiatric, were examined at a clinical eve- 
ning of the Toronto Medico-Legal Society. 
An active medico-legal society, concerned to 
look at phenomena (in this case amnesia) 
from both personal and social angles, is a 
powerful social instrument toward mutual 
understanding and cooperation. 


Case 2.—Mr. B., a highly intelligent young man, 
was caught red-handed in a major money theft. 
His accomplice, a known thief, was committed to 
the penitentiary ; a discerning judge using discre- 
tionary powers placed B. on probation. He at- 
tended the outpatient service of the Toronto Psy- 
chiatri¢ Hospital for treatment. 

B. in effect was an only child of a mixed Jewish- 
Catholic marriage. The mother was overprotective 
and subjected him to a meticulous routine in infancy 
and early childhood. She adorned him as if he were 
the daughter she had hoped for; she delighted in 
his luxuriant curls and always insisted on his being 
kept in white clean clothes. The family were in 
comfortable circumstances with a pleasant home 
and dignified neighbours. B. rebelled against the 
“sissy” neighbourhood children and would run off 
to consort with the “down town kids.” He would 
steal money from home to spend with them, he 
would prove himself to them by setting fires. At 
school he was tough at games but never bothered 
with work. He was wary of the girls in his class: 
instead of attending the weekly dances he would 
join the big boys in a room at a local hotel for 
drinks and the pleasures of a “pick up” girl. He 
married at 16 to a girl noted for her uninhibited 
conduct; he evaded the responsibilities of parent- 
hood by joining the army. He was an unsuccessful 
soldier but later, transferring to the air force as a 
rear gunner, he rendered excellent service. On 
demobilisation he drifted, a reconciliation with his 
wife failed, and he battened on his ever-excusing 
father for money. He found himself attracted by 
unmarried women of outcast status and through a 
prostitute of whom he was very fond he met the 
man who later instigated the theft. He accepted 
the theft proposition in a weak moment but having 
given his word he would not back out. 

This very condensed history of a particular psy- 
chopathic development shows the main trends and 
the dynamic interplays. He responded to psycho- 
therapy and was able to hold a job. Later he broke 
treatment but has not appeared before the courts 
again. 


The salient features of this case are the 
liberal use of discretionary powers of pro- 


bation by the judge even in the face of a 
major offence, the use of a hospital university 


treatment setting in relation to the adult 
court, a worth-while, although only partial, 
gain in social rehabilitation. 

Even as medical principles can help in the 
iegal problem so occasionally legal principles 
can help in the medical problem. 


Case 3 is that of Mr. C., a young man of high 
intelligence but of morbid personality development. 
He was outstandingly aggressive and rebellious 
against his father while at the same time dependent 
on him and jealous of his support. The aggression 
reached almost homicidal proportions so that the 
father sought the court's protection. C. was admit- 
ted to the Toronto Psychiatric Hospital for mental 
examination. He was a model patient, courteous, 
cooperative on the surface, and industrious. No 
amount of probing would disturb his equanimity or 
reveal the basic upset. The father reported that the 
son intended to prove his sanity, and then on re- 
lease if necessary by habeas corpus proceedings, to 
hound the father to desperation. The only method 
of dealing with a serious situation seemed to be to 
discharge the son from hospital but in so doing to 
make the position absolutely clear that insofar as 
he was legally of sound mind so legally the respon- 
sibility of his actions was wholly his, for his own 
accounting. This position medically assumed was 
reinforced by the court with full authority. Despite 
a short period of unpleasantness the deterrent effect 
of possible legal sanctions seemed to prevail. C. 
lived away from his father an’ at a distance main- 
tained the peace. 


Illustrative cases such as these show in 
one community that the social process of 
cooperation between law and psychiatry is 
developing. There are many great gaps, 
some the direct responsibility of neither pro- 
fession but of the community itself. Insofar 
as the professional relationships occur each 
has much to learn about the other, but even 
within the present contrasting frameworks, 
the one traditional, the other radical, an 
accord and an effective working relationship 
can be achieved. 
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AN UNUSUAL RESPONSE TO THE THEMATIC APPERCEPTION TEST °* 
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MILTON L. KLEINMAN, M. A.° 
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The application of testing procedures uti- 
lized by clinical psychologists for evaluation 
of psychiatric patients is of much interest 
to psychiatry. The Thematic Apperception 
Test as developed by Henry Murray(1, 2 
is a projective technique of special signifi- 
cance in this field. This test consists of the 
presentation of a series of pictures to a pa- 
tient and asking him to make up a story 
about them. Such a technique lends itself to 
variegated and interesting responses. In an- 
swer to the examiner's request to “make up 
a story” about the pictures, the patient in- 
variably responds with a prose story. The 
following series of responses to the TAT 
were, however, unusual in that in all but one 
card they were in the form of spontaneous 
4-line rhyming verse. It is interesting to 
note that not only were these verses com- 
posed completely extemporaneously but that 
never before this particular occasion had this 
patient shown any verse-making proclivity. 


Personal History 


This patient was admitted to the hospital 
because he suffered from severe anxiety, fre- 
quent headaches, and insomnia, In addition, 
he had episodic amnesic attacks that lasted 
from 6 to 8 hours. These attacks occurred 
after overindulgence in alcohol. During one 

1 Reviewed in the Veterans Administration, and 
published with the approval of the Chief Medical 
Director. The statements and conclusions published 
by the authors are a result of their own study and 
do not necessarily reflect the opinion or policy of 
the Veterans Administration. 

The authors wish to express their appreciation to 
Hiland L. Flowers, M. D., Chief, Neuropsychiatric 
Service, and Robert Morrow, Ph. D., Chief, Clinical 
Psychology Section, both of the Veterans Adminis- 
tration Hospital, Bronx 68, New York, for advice 
and helpful suggestions in reference to this study. 

2 Neuropsychiatric Service, VA Hospital, Bronx 
68, N. Y. 

§ Clinical Psychology Section of the Neuropsy- 
chiatric Service, VA Hospital, Bronx 68, N. Y. 


of these episodes he became threatening to 
an elderly woman on the street and was ar- 
rested and sentenced to 3 months in jail. 
Another time he became disturbed and broke 
all the windows in his home. The patient re- 
lated that for the past 4 years he would be- 
gin to drink when he became anxious. 

The patient’s family consisted of himself 
and one older female sibling who were raised 
in the Harlem area by a devoted mother. His 
father apparently was not interested in his 
family and lived a considerable part of his 
married life outside the home with a mis- 
tress. The times he was home he disciplined 
the patient harshly. The latter responded to 
this treatment with considerable resentment. 
His father left his mother finally when the 
patient was 16 years of age. A year later 
his mother remarried, this time to a man who 
Was quiet and easy-going. 

During childhood and adolescence the pa- 
tient was extremely bookish, intensely am- 
bitious, and took great pride in his intellec- 
tual superiority over the other children. 

After graduating from high school he was 
unable to go to college for financial reasons. 
He worked as an usher in a concert hall un- 
til he entered the armed services via the draft 
in 1942. At the time he entered the army he 
impregnated a girl and was forced tu marry 
her. When the baby died shortly after birth 
he became depressed and accused his wife 
of not having taken good care of the infant. 
He lived with his wife sporadically up to 
1946, when he left her. While in service, he 
states he was considerably upset by his mari- 
tal difficulties, and hence did not “give a 
damn.” He got into difficulty with his su- 
perior officers and received an NP discharge 
from service. 

On being discharged he went to work in 
a liquor store, where he did well, earning 
several promotions. However, he became 
restless and quit the job suddenly after 2 
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years. About this time he started to drink 
heavily and was committed twice to psychi- 
atric hospitals for alcoholism. He says that 
he had decided to become a writer and for 
the purpose of gaining experience wandered 
about the country. In 1949 he started col- 
lege but quit shortly thereafter. In 1950 he 
worked for the post office, but did not care 
for the work. 

Since his discharge from the army, the pa- 
tient has lived with his mother and sister. 
He is overattached to his mother and ex- 
tremely dependent on her. She is a woman 
for whom social respectability holds great 
import, and therefore has been extremely un- 
happy over her son’s behavior. Yet she ap- 
parently is tolerant and patient with him. He 
is jealous of his older sister because she 
managed to get an education and is presently 
employed as a nurse. 


RESPONSES 


Card 1—( Description *—A young boy is 
contemplating a violin which rests on a table 
in front of him.) 


Johnny had a violin 

That he didn’t like, 

He was on the verge of sin 
To trade it for a bike. 


Card 2—(Country scene; in the fore- 
ground is a young woman with books in her 
hand; in the background a man is working 
in the fields and an older woman is looking 
on.) 

Annie didn’t plow the field; 
Such toil is overrated. 

Annie made her mother yield 
To get her educated. 


Card 3B M—(On the floor against a couch 
is the huddled form of a boy with his head 
bowed on his right arm. Beside him on the 
floor is a revolver.) 


I wish I was a bigger boy, 
I'd prove that I was right, 
And anyone that took my toys 
I'd fight! and fight! and fight! 


Card 4—(A woman is clutching the 
shoulders of a man whose face and body are 


4In lieu of the actual pictures, the descriptions 
of the respective TAT cards are being used, and 
are quoted from Murray(2). 


averted as if he were trying to pull away 
from her.) 


I wonder how it started, 
T'was nothing that I said ; 
Far better that we parted, 
Far better than we wed. 
Card 5—(A middle-aged woman is stand- 
ing on the threshold of a half-opened door 
looking into a room.) 


I thought I heard someone come in 
I thought perhaps twas Jack; 
But then I know he’s gone to Lynn 
And never coming back. 


Card 6BM—(A_ short elderly woman 
stands with her back turned to a tall young 
man. The latter is looking downward with 
a perplexed expression. ) 


Too bad my lad the words are there 
And yet cannot be spoken; 

Too bad my lad the soul ts bare 

For every promise broken. 


Card 7BM—(A gray haired man is look- 
ing at a younger man who is sullerly staring 
into space. ) 


My boy my sun is setting 
And yours ts just arising; 
Don’t spend your time begetting 
A heart full of despising. 


Card 8BM—(An adolescent boy looks 
straight out of the picture. The barrel of a 
rifle is visible at one side, and in the back- 
ground is the dim scene of a surgical opera- 
tion like a reverie-image. ) 


Doctor I'll be in spite of all 
Adversity, I swear it! 

My jacket white as snow’s first fall 
And I'll be proud to wear tt. 


Card g83M—( Four men in overalls are ly- 
ing on the grass taking it easy.) , 


I would rather rove than sit 
At some full desk a’clerking; 
Some would rather champ the bit 
And spend their lives a’working. 
Card 10—(A young woman’s head against 
a man’s shoulder.) 


Comfort me and I will comfort you. 
The world is far too many, 
We are two. 
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Card 12M—(A young man is lying on a 
couch with his eyes closed. Leaning over 
him is the gaunt form of an elderly man, his 
hand stretched out above the face of the 


reclining figure.) 


Perhaps he sleeps, and yet 

I fear 

Perhaps slee p's father, Death 
near. 

Card 13 MF—(A young man is standing 
with downcast head buried in his arm. Be- 
hind him is the figure of a woman lying in 
bed.) 

Too bad, for as we lived as one 
We should have died the same; 
lor life for me has now bequn, 
To mean I live but for in vain. 
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+ Lichtenstein and Rosenblum(1) reported 
that sleep paralysis is mentioned more fre- 
quently in the foreign literature than in the 
American. Rushton(2) expressed the opin- 
ion that this condition probably occurs more 
frequently than case reports would appear to 
indicate. Attention was called to these ob- 
servations in a previous report by the pres- 
ent writer(3) and they are further sub- 
stantiated on reference to recent volumes of 
the Index Medicus. 

Sleep paralysis occurs with some people 
when they are in an interim phase of falling 
off to sleep or awakening from sleep. When 
it happens, the patient is consciously aware 
of his surroundings but is unable to move 
and often experiences considerable anxiety. 
It has been said that sleep paralysis often 
affects people who also have narcolepsy or 
cataplexy. The disturbance in motor activ- 
ity during the paralysis frequently includes 
an inability to speak. Sometimes there are 
hallucinatory experiences while movement is 
blocked. The motor paralysis may last for 
a few seconds or minutes but a much longer 
period of time may be experienced subjec- 
tively by the person affected. The paralysis 
may be terminated by shaking, and at times 
even by touching the person lightly. 

The characteristics of sleep paralysis have 
occasioned a synonymous terminology con- 
sisting of protracted psychomotor awaken- 
ing, an awakening phenomenon, awakening 
cataplexy, parhypnotic cataplexy, dissociated 
awakening, and pre- and _ post-dormital 
paralysis. 

Regarding the previously expressed opin- 
ion that this condition is probably more fre- 
quent than case reports would appear to 
indicate, the present writer would add in con- 
firmation that the occurrence is most likely 
introduced usually as a secondary complaint. 
It is mentioned during the course of medical 
contacts for other problems, and if not suf- 
ficiently stressed by the patients it is likely 
to be by-passed. 


‘From the Mental Hygiene Division, West- 
chester County Department of Health, New York. 


SLEEP PARALYSIS ' 
JEROME M. SCHNECK, M.D., New Yorx Crry 


Rushton(2) reported normal electroen- 
cephalographic tracings on patients with 
sleep paralysis. It was mentioned also that 
this condition, although described in associa- 
tion with narcolepsy and cataplexy, is seldom 
reported as a separate entity. | 

Attempts to fathom some of the impli- 
cations of sleep paralysis have resulted in 
discussions from at least 2 points of view 
in theory, Pavlovian and psychoanalytic. 
The former tends to center attention on 
neurophysiological function and refers to the 
uneven spread of cortical inhibitory proc- 
esses leading to motor inhibitory reactions 
concurrent with full conscious psychological 
functioning. The psychoanalytic approach 
inclines toward discussion of unconscious 
drives and conflict in relation to symptom 
formation. When the present writer(3) 
described elsewhere a case of sleep paralysis 
he included some discussion of material by 
Chodoff(4) and by Van Der Heide and 
Weinberg(5). The conflict over latent homo- 
sexuality that appeared to emerge as an im- 
portant issue in symptom formation in the 
writer’s case report seemed quite likely to be 
involved in one of the 2 cases reported by 
Chodoff (4). The impressions were gathered 
from the patient’s dream symbolism and his 
hallucinatory experience. Homosexuality 
was mentioned in connection with one of the 
3 cases reported by Van Der Heide and 
Weinberg(5). 

In the case previously presented by the 
present writer(3), the symbolism involved 
in the patient’s hallucinatory episodes ap- 
peared to be related to ambivalence toward 
homosexuality, with associated panic and 
fear of assault. In all of the paralysis inr- 
cidents except one, the patient was sleeping 
in a room with other men. With the one 
exception it had never occurred when he was 
alone. There was a direct relationship be- 
tween the increased frequency of episodes as 
his nightly association with men increased. 
The cessation of attacks was abrupt when 
such association with males was terminated. 
His personality profile on the Minnesota 
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Multiphasic Personality Inventory was con- 
sistent with the impressions mentioned above 
On the basis of the data available and the 
impressions gathered, it was felt that the 
psychodynamics could be formulated in a 
fashion to indicate that the symptom would 
represent the tendency toward the expres- 
sion of a strong unconscious impulse toward 
homosexual activity with a concurrent rep- 
resentation of an attempt to counteract the 
expression of that impulse. The attempt at 
motor expression and motor inhibition would 
reflect the patient’s sexual conflict with the 
homosexual drive remaining unconscious. 
With an inadequate physiological outlet, the 
energy involved is expressed psychologi- 
cally in intense subjective anxiety. Van 
Der Heide and Weinberg(5) commented 
that sleep paralysis was probably related 
to “a state of confusion as to emotion and 
intention, with resulting indecisiveness.” 
The data in the writer’s previously re- 
ported case suggested that the symptom 
would appear to be indicative of active 
conflict rather than confusion, although 
it surely was not known whether such 
conflict always involved strong latent homo- 
sexual impulses. It was pointed out then 
that studies of additional cases should be 
helpful. 

At this time 2 additional cases of sleep 
paralysis will be presented. They supply 
further evidence of the occurrence of sleep 
paralysis without associated narcolepsy and 
cataplexy. In addition a few remarks will be 
supplied regarding psychodynamics. Empha- 
sis will be on the descriptive aspects of the 
disorder rather than on a rounded person- 
ality study in either instance. 

Case 1.—This 34-year-old married man was in 
psychiatric treatment because of repeated, severe 
asthmatic attacks and headaches. He had presum- 
ably gained insight, during previous psychiatric 
contacts, into some of the emotional components of 
his headaches especially. Despite this he continued 
to demonstrate marked tendencies to channelize his 
anxieties into somatic areas and real awareness of 
his psychological functioning was slight. He har- 
bored marked feelings of hostility that were inap- 
propriately or inadequately expressed, and at the 
same time very strong passive needs and tendencies 
were evident. This basic passivity was poorly 
covered by a somewhat bold front at times. Ag- 
gressions tended to be internalized and symptoma- 
tology appeared in the form of muscle aches, marked 
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ep paralysis occurred when he was 25 or 26 years 
old. He had been lying on the grass, asleep, with 
several other men sitting near him. He awoke, 
heard them talking, but found that he could not 
raise his arn r legs. He tried to shout but was 
unable to do so. He said that it seemed “ages” be- 


fore he could open his eyes. On this first occasion 
he was extremely frightened and worried. Afier 
that, 6 or 7 episodes took place. With increasing 
familiarity, the feeling of fright tended to decrease 


but anxiety was always present to some extent dur- 
ing the attacks. Each episode was terminated with 
a prying open of his eyes. Afterwards he would 
invariably feel very weak 

Two points are of special interest in connection 
with these attacks of sleep paralysis. The patient 
reported that they always occurred during the sum- 
mer; never in the winter. Also, they took place 
only on hot days. In addition, the episodes appeared 
only after daytime slumber rather than after a 
night’s sleep. There was also the fact that other 
people were about at the time of awakening. 

The patient was unable to recall what his thoughts 
were at the time of the episodes. Whether or not 
the psychodynamics outlined in connection with the 
previously reported case(3) would also apply here 
is a matter of conjecture. Some of the personality 
configurations suggest that they might. An out- 
standing feature of the broader personality picture 
entails conflict between passivity trends and aggres- 
sive inclinations and this may well be considered as 
playing a role in the sleep paralysis owing to the 
very nature of the disability 

This patient had no history of narcolepsy or 
cataplexy 


CAsE 2.—The second patient, a 25-year-old mar- 
ried man, sought psychiatric treatment mainly be- 
cause of obsessive concern regarding the possibility 
that other people might think he was homosexual 
This fear had been present for 6 years. He recalled 
the onset clearly. He wanted help too for a general 
feeling of anxiety, discomfort when with people, 
cluttered speech, and poor eating habits. His his- 
tory clearly depicted a difficult childhood torn be- 
tween the opposing trends of an overprotective 
mother and an overtly aggressive, punitive alcoholic 
father. The patient gradually developed a bold, as- 
sertive demeanor with a chip-on-the-shoulder atti- 
tude and expert facility at boxing. His walk, 
speech, and manner became deliberately cocky and 
tough. All of this served to cloak his intense pas- 
longings into which he started to gain insight 
when in treatment 


Sive 


In this case the sleep paralysis started when the 
patient was 9 or 10 years old. It recurred from 
1 to 3 times a year thereafter. The episodes took 
place in the morning after regular nocturnal sleep. 
He would become aware of his surroundings but 
find himself unable to speak, open his eyes, or move 
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The patient estimated the attacks as 
lasting 2 or 3 minutes. Marked anxiety would be 
generated while they were in progress. Neither in 
this instance nor in case 1 were any hallucinations 
in evidence. His main concern during the paralysis 
was how to terminate it. Whereas the previous pa- 
tient was finally able to effect eye opening at the 
point of termination, this patient would succeed in 
making a sudden movement of his head or a thrust- 
ing of his arm to bring the episodes to conclusion. 
Again, as with the other patient and the one pre- 
sented elsewhere too, this man had no history of 
narcolepsy or cataplexy. 

In recalling his thoughts on several of the oc- 
casions, it appeared that his concern was whether to 
get up and go about his usual activities or to adopt 
the more passive choice of returning to sleep. As 
dificulty was encountered in arising because of the 
onset of the paralysis, his interest shifted completely 
in the direction of terminating it completely. Once 
the attacks ended, the patient invariably got up 
owing to fear of repetition of the episode should 
he return to sleep, although he still experienced 
indecision about getting up. 

Here it is found that the sleep paralysis clearly 
paralleled this patient’s conflict over activity and 
passivity. This in turn paralleled and reflected the 
conflict between passivity and aggressivity in a 
broader personality functioning transcending the 
more circumscribed masculinity-femininity problem. 


in any way 


SUMMARY 


Sleep paralysis apparently occurs more 
frequently than reported cases would indi- 


cate. It has been mentioned mostly in as- 
sociation with narcolepsy and cataplexy. 
Psychodynamics involved has received rela- 
tively scant attention. The probable role of 
latent homosexual conflict in some instances 
had been reported previously by the present 
writer, 

In this report 2 cases of sleep paralysis 
are added to the somewhat sparse literature 
appearing in this country. In both these 
instances as well as in the writer’s previous 
case narcolepsy and cataplexy were not part 
of the histories. Psychodynamics outlined 
now extends the items previously mentioned 
and indicates a parallel between the sleep 
paralysis and conflict over trends in the di- 
rection of over-all active, aggressive func- 
tioning and inactive, passive behavior. 
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At a time when our nation is in a declared 
state of national emergency, and we are faced 
with an ever-increasing shortage of man- 
power, it is very important for us to review 
all potential sources of manpower and make 
sure they are béing utilized to the best pos- 
sible advantage. One source that has hardly 
been touched lies in the thousands and thou- 
sands of chronic neuropsychiatric patients 
who are locked up within mental hospitals 
throughout the nation and for the most part 
cared for at taxpayers’ expense. The fol- 
lowing paper records a study of 33 such pa- 
tients in whom. rehabilitation was attempted 
after at least 5 years of continuous hospitali- 
zation, and is presented as an example of 
what might well be duplicated in mental 
hospitals throughout the nation. 

Informational Background.—The neuro- 
psychiatric hospital in which this study was 
done has about 1,700 beds, 97% filled, and 
an average turnover during its 18 years of 
existence of approximately 300 patients per 
year. There have been 6,800 admitted and 
5,200 discharged. There was nothing un- 
usual in the circumstances under which these 
patients were hospitalized or in their con- 
dition that made them different as a group 
from any other large mental hospital popu- 
lation. This paper presents an analysis of 
33 consecutive patients who had been hos- 
pitalized at least 44 years and who were re- 
leased on convalescent status from a single 
ward during a 20-month pertod from Febru 
ary 1947 through October 1948. All of them 
were men, all were allowed to go around the 
grounds during the day and many had been 
allowed to go to the nearby city unaccom- 
panied on special occasions. Most of them 
were classified as “good workers.” 

A Word about the Patients.—These men, 
whose average age was 53, had been hospital- 
ized continuously for an average of 12 years. 
Sponsored by the VA and published with the 
approval of the Chief Medical Director. The 
statements and conclusions published by the author 
are the result of his own study and do not neces- 
sarily reflect the opinion or policy of the Veterans 
Administration. 
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REHABILITATING CHRONIC NEUROPSYCHIATRIC PATIENTS ' 
JAMES A. STRINGHAM, 


M.D., Cananpaicua, N. Y. 


The only exception to this continuity was in 
the cases of previous convalescent leaves for 
some of them. The period of continuous 
hospitalization for individual patients ranged 
from 44 to 27 years. Of the 33 patients, 13 
were or had been married, in 11 alcohol had 
been a real problem. Diagnostically: 20 
were schizophrenics (9g paranoid, 7 hebe- 
phrenic, 3 simple, and 1 catatonic), 4 manic- 
depressives, 2 posttraumatic encephalopathy, 
2 psychosis with alcoholic intoxication, 2 
personality disorders, 1 epileptic, 1 psychosis 
with mental deficiency, and 1 general paretic. 
Many problems were encountered in attempt- 
ing to rehabilitate these patients. A discus- 
sion of the 5 main problems is given below: 

(1) Family Opposition Was the Number 
One Problem.—Definite opposition was en- 
countered in 16 cases (48%); in 3 more, 
the family was indifferent ; 2 more, families 
had so little understanding that they wrecked 
the convalescent leave in one case and nearly 
did so in the second; 2 had no family. Of 
the other 12, the family was helpful to a 
variable degree. The family opposition 
manifested itself in various ways. One 
family (see case 1 below) refused to answer 
our questions as to why they did not want 
the patient released. Our social workers 
learned that he had been home on previous 
visits and did odd jobs around home ; how- 
ever, he preferred to spend a lot of his time 
in a nearby town making it necessary for the 
family to take him and bring him back. They 
felt that this restlessness and discontent on 
his part showed that he needed the super- 
vision and care of a hospital. He has been 
out of the hospital and_ self-supporting 
(away from home) for 31 months. Another 
wife who opposed her husband leaving the 
hospital (case 4) when informed he was 
leaving anyway was chiefly concerned as to 
whether she would receive as much money 
from him while he was working as she had 
been receiving through his pension and in- 
surance. He has been out working on his own 
away from home, and self-supporting 34 
months. Another family wrote that they 
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realized the hospital needed the beds, but in 
their opinion their brother still needed to 
remain in the hospital. It took 18 months 
before arrangements were made to send this 
patient out of the hospital on his own. He 
has now been working for 24 years, largely 
self-supporting. A sister reluctantly agreed 
to have her brother home as soon as she 
could find room for him. Though her “ef- 
forts” had been unsuccessful in 44 months, 
a letter from the hospital that he was arriv- 
ing 2 days later resulted in immediately find- 
ing a room. Following his death 18 months 
later, this sister wrote mentioning how much 
the patient had appreciated being out of the 
hospital. 

Family opposition was sometimes more 
difficult to overcome. Three got in touch with 
their lawyer and one with their Congress- 
man. The following note was written in the 
record of one of these patients almost 16 
years before his release. It said: “He has 
been home on a number of occasions for 3 
months or longer, but he has always been 
returned to the hospital when his relatives 
or guardians saw fit to do so. They have 
refused to allow him to interfere with their 
own pleasures although he has usually made 
a fairly good adjustment while at home.” 
This patient (case 6) had been hospitalized 
for 27 years, but has now been out of the 
hospital continuously for 27 months and 
probably could have been out years sooner 
if family opposition had been overcome. 
The wife who consulted her lawyer and 
Congressman had a fainting and dizzy spell, 
was excited and fearful when informed of 
her husband's release. A letter in the record 
from the patient’s guardian written 13 years 
previously makes her reactions understand- 
able. I quote: “His wife is at present re- 
ceiving the bulk of his pension, plus some 
other income, and is thus enabled to live 
quite comfortably. Mr. — knows 
this and has stated frankly to me that he 
would not be in the hospital were it not for 
the ‘pension value on his hide.’ There may 
be some truth in this.” Her opposition was 
without avail; the patient has been indepen- 
dently established outside the hospital and 
self-supporting for 50 months (case 5). 

(2) Patient Inertia Was Another Prob- 
lem.—lIt occurred in 20% of the cases. The 


following excerpts from the records show this 
attitude: “I am no longer fit to go out of 
here ; they have made a wreck of me so that | 
want to stay. My life is spent; is wasted. I 
am waiting for the Lord to take me. I don’t 
desire to win anything or possess anything. 
If left to my own devices, I'd stay here. He 
prefers it here and if he went home, it would 
be harder to get back.” It has been found 
that repeated interviews are sometimes suc- 
cessful in changing this attitude. A patient 
who expressed the opinion that he didn’t 
want to go out stated a year later that he 
would like to go out but didn’t think he could 
make a go of it. He has been out of the hos- 
pital and working most of the time for 35 
months (case 3). Another, mentioned above, 
suddenly reversed his stand when a friend of 
his went out and got a job (case §). All but 
one of those who suffered from this inertia 
have remained out of the hospital to date. 

(3) Staff Inertia Was Another Common 
Hurdle.—This was usually linked to the false 
assumption that any patient who has been 
hospitalized for several years should be hos- 
pitalized for the rest of his life. In the 
periodic examination of patients, the ques- 
tion should be seriously asked: “Does this 
patient really need to remain in the hospital 
at this time?” If one has this question be- 
fore him as he examines his patients, candi- 
dates for convalescent care will stand out. 
The initial reluctance on the part of some of 
the staff to agree to release chronic cases can 
be overcome by the ward physician’s knowl- 
edge of and confidence in the patient. After 
2 or 3 chronic cases have tried and proven 
successful without serious complications, 
others will be approved more readily. 

(4) Understaffing and Overcrowding Was 
Another Serious Problem.—The more pa- 
tients an individual doctor has, the less time 
he has to spend with each one. The rehabili- 
tation of chronic cases is laborious and time- 
consuming. A doctor with a large case load 
finds his time taken up with routine things. A 
good social service department can be a tre- 
mendous help and is essential in some cases. 
Not only can social workers take much of 
the load from the doctor’s shoulders, but 
they can be of help with the patient and his 
family. 

(5) Good Workers.—The fact that pa- 
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tients are good workers would not impress 
one as being a problem in getting them out of 
the hospital. The fact is that patients who are 
good workers and fit in well with the smooth 
running of the hospital present a more subtle 
and difficult problem to deal with. Most psy- 
chiatric hospitals are short of staff and 
money. Good workers do many jobs around 
the hospital that would otherwise require a 
paid employee. Unconsciously in some cases 
and consciously in others, attempts at re- 
habilitating such patients are opposed by 
employees of the hospital. ““Why send him 
out ; he is a good worker and no one is ask- 
ing for him.” At times it is rationalized: 
“He's happy here. He’s been in the hospital 
so long that he couldn’t get by on the out- 
side.” Even a semi-serious remark such as: 
“What are we going to do when all of the 
good workers have left the hospital,” indi- 
cates an underlying attitude toward patients 
who are good workers. If patients knew and 
could see that those who did a job well 
around the hospital had a better chance of 
getting out, it would serve as a stimulus to 
others who may feel forgotten and hopeless 


LEAVING THE HospitaL AND Fo_tLtow-Up 


Once enough of the problems had been 
solved to enable the patient to leave, one of 
several courses was followed. Five of the 
patients were given passes and allowed to go 
out and find their own job. Social service 
directed the patient to a job in 6 cases. Four- 
teen patients were released in their own 
custody and had jobs to go to. Social service 
was helpful in finding living quarters for 
some of the patients. Some patients had no 
money, and funds were advanced through 
such agencies as the Red Cross and veterans 
organizations. Follow-ups were held from 
1 to 10 weeks depending upon the patient. 
Some of these were done through social serv- 
ice, others by direct contact with the ward 
physician, and some through letters. In 
some cases social service contacts made the 
difference between success and failure. 
After a year on convalescent status, the pa- 
tients were discharged. Follow-up reports 
on all but one of the 1g patients out on their 
own or with their families have been re- 
ceived. In addition, follow-up reports have 


been received on 3 out of 5 in a soldiers’ 
home. Of the patients who returned to the 
hospital, half of them came back by them- 
selves, and all but one of those who returned 
came back without any difficulty. In the one 
exception the difficulty was not serious. 


USSION 


Factors favoring a successful extramural 


adjustment were numerous. Being able to 


obtain gainful employment was important 
in 12. Of these, 8 had a job away from home. 
This was as important as the job itself. The 
fact that the family took an active helpful 
interest in the patient was important in 7 
patients. Frequent follow-ups with a sincere 
personal interest in the patient on the part 
of the hospital and social service personnel 
was another important factor. In 11 patients 
alcoholism had been a factor (33%). Asa 
result of their understanding the importance 
of avoiding alcohol, it was a problem in only 
2 of them after leaving’ the hospital. 
Reasons for Return to the Hospital.—Ot 
the 33 patients, 15 returned to the hospital 
but 6 of these are out of the hospital again 
at the present time. Causes for return were : 
(a) convenience of the family, patient ap- 
parently adjusting satisfactorily—3 patients ; 
(b) physical illness—5 patients; (c) relapse 
of psychiatric condition—4 patients; (d) 
alcohol—2 patients; (e) failure on job— 
I patient 
Family Opposition.—It is felt that the op 
position of the patient’s family to his release 
from the hospital is directly proportionate 
to their guilt feeling. There is considerable 
evidence that tends to show that guilt is more 
marked in cases where the patient has been 
rejected, not wanted at home, and the family 
iad realized they should have tried to make 
arrangements for him to leave the hospital 
It seems that when mobilized this guilt may 
be directed toward the hospital in the form 
of opposition to the patient’s release. This 
possibility seems to be an important potnt to 
understand and evaluate. One wife, not in 
this series, objected to her husband’s release. 
She recalled an instance when he had threat- 
ened her while he was in another hospital. 
\ careful check of the “when” of this threat 
revealed the fact that it had been 
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previously and that following that he had 
worked successfully and supported his family 
more than 10 years. This, however, did not 
prevent her from trying to use it as an excuse 
to keep her husband in the hospital. One 
wife (case 5) raised such a furore that the 
patient, who originally had been examined by 
3 or 4 physicians prior to release, was re- 
called and reexamined by a board of a dozen 
psychiatrists who still favored his release. 
Psychiatric opinion, not family wishes, should 
determine whether a patient is to be released 
or not. 

Risk.—RKegardless of family approval or 
opposition, one must realize that there is a 
risk in releasing psychiatric patients from 
a hospital. This was well presented by Dr. 
John A. Belisle? Speaking on the topic 
“Risk in the Parole Policy,” he mentioned 
the need for a “calculated risk.” This must 
be considered when evaluating neuropsychi- 
atric patients for convalescent status. How- 
ever, we cannot keep patients hospitalized 
until all possible danger is past. Such a line 
of reasoning would prevent our riding in 
an automobile or even crossing the street. 
The question to-consider is “How serious is 
the risk?” If the answer can be given that 
the risk is not too great, then the patient 
should be released. At the same time, it 
must be accepted in advance that sooner or 
later serious consequences will transpire. 
Our attitude is extremely important after 
accepting this “calculated risk.” Families 
will demand, and some staff members agree, 
that a patient be retained in the hospital be- 
cause of possible danger to others. At the 
same time, they are not perturbed over the 
fact that every day prisoners are released 
from our penal institutions after serving 
terms or part terms for assault, robbery, at- 
tempted murder, murder, rape, and other 
crimes. In the majority of these cases, the 
danger to the community at large of these 
individuals returning to society is as great 
as prior to their going to jail. In contrast, 
when dealing with the psychiatric patient, 
the risk has either been removed or definitely 
lessened. It is helpful to point out such 
things to the person who wants to “keep 


2 Paper read at the 105th annual meeting of the 
American Psychiatric Association, Montreal, Que., 
May 23-27, 1949. 


the patient in the hospital because he might 
do something.” 


CONCLUSIONS AND RECOMMENDATIONS 


Often patients who have been hospitalized 
for years and considered as permanent in- 
stitutional cases can be rehabilitated. Family 
opposition was the Number One difficulty 
encountered in this series. Social service 
contacts should be started early. Family 
interest in patients may be lost after several 
years. With the marital difficulties in our 
country, of which we are all aware, perhaps 
it happens more often than is realized that 
some of these conflicts are solved by the pa- 
tients being kept in the hospital. It is a good 
idea to keep this in mind in going over the 
records of patients where there is known an- 
tagonism and estrangement. In the periodic 
review of all psychiatric patients, the question 
should be asked in each case: “Does this 
patient really need to be in a hospital ? What, 
if anything, should or could be done that 
might effect his release ?”’ Such notes as “well 
institutionalized, well behaved patient, a good 
worker” should sound the alert that perhaps 
this patient should be out of the hospital. 
Many patients are skilled workers and, when 
they obtain work outside of the hospital, do 
better than the average run-of-the-mill hired 
worker. Finally with the present need for 
all available manpower, the feasibility, pos- 
sibility, and necessity of rehabilitating chronic 
neuropsychiatric patients should be one of 
the major educational aims on a nation-wide 
scale of those dealing with psychiatric pa- 
tients. The mental imstitutions and psy- 
chiatric associations and societies should 
naturally give the greatest impetus to it. 


SUMMARY 


The case histories of 33 patients released 
on trial visit after 44 years of hospitalization 
were analyzed. Though the patients were 
53 years old on the average and had been 
continuously hospitalized on the average of 
12 years, follow-ups averaging 30 months 
from the time the patients left the hospital 
revealed that 24 or 72% are still out of the 
hospital, 1g on their own or living at home 
and 5 in a soldiers’ home, and 12 or 37% 
self-supporting. No particular complications 
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were encountered in spite of serious family eh isy, eating with fingers, etc., sister-in- 

opposition in half the cases, and the long pe- permission to him. She encouraged 


social service department was of paramount wi 
importance in this program. 


M, 

Cask SUMMARIES OF 6 CASES G&T 
1Oit “el yone turned against him after laid 
W—White | s, hallucinations (including olfactory ) 
M— Married Suspected wife of ill-defined wrongs. Suicidal 
S—Single attempts. Good worker. Wife seemed to lose in- 
D— Diagnosis terest after 1938, opposed release 1947. Four years 
G&T—Ground and Town previously she wrote “There is no use in having 
H— Hospitalized you here, for you aren't mentally equipped to be of 
TV—Trial Visit any use, and for my part, I want to forget about 
— you.” (However, she was drawing his disability 
1. B. J.—W, S, age 53. H 94 years. TV 
8/47. Privilege G&T. D: Epilepsy idiopathic 
manifested by psychotic reaction, psychosis in re- get as much money from him if working as through 
mission. Unconscious spells started after being 
thrown from a horse 1917. Self-conscious, irritable, porting 34 months, follow up 33 months Still 

considerable drinking. Had 10 previous TVs.  |jiying alone. TV effective 5/47 
Family opposed to release, felt he needed the care No. s. C. H.—W, M, age 54. H 144 years. Privi 
and supervision the hospital could give. Good jege G&T. D: emotional instability reaction, sex- 
worker, conscientious, good contact, pleasant, ual deviate 
ground and town passes in own custody. Thirty- quently he 
months follow-up still economically and _ socially 
satisfactory adjustment, working away from home 


pension and insurance, and when she was informed 
of his release wanted to know whether she would 


above benefits.) Patient working, self-sup- 


(Peeping 


g Tom at age of 20). Fre- 
spitalized foll 


wing quarrels with wife. 


Last admission “overactive, chased wife from home, 


paranoid about wife, but no real delusions.” On 
Apparently earlier TVs were terminated because TYV 1934 returned, couldn't get on with wife. Made 
patient a “nuisance to have home.” good work and hospital adjustment. Typical prog- 
No. 2. C. C.—W, M, age 54. H 9 years. TV 2/47. ress note included “paranoid toward wife.” Dif- 
Privilege G&T 5 years. D: manic-depressive psy- ficulties in getting out covered in text above. Has 
chosis depressed. Onset following “flu” 1937, periods made independent economic and social adjustment 
of depression, crying spells, worries, threats of jin own custody 50 months, with follow-up 50 
suicide, felt people wanted to kill him, agitated, months 
apprehensive, attempted suicide. Under close ob- No. 6. R. L.—S, W, age 60. H 15} years (27 
servation 3 years; family opposed release, patient years). Privilege G&T. TV 12/47. D:  schizo- 
felt wife afraid his pension would be cut off were —phrenia, hebephrenic. Ten years in military serv- 
he at home. Wife reluctantly accepted custody, ice, discharged 1917 as manic. Hospital since 1922 
later expressed satisfaction with his condition. Has except for 6 months AWOL 1926. Early hospital 
done much work around home, some part-time history assaultive, profane, hallucinated. During 
work. Follow-up 37 months. stay here, he was neat, good worker, pleasant, some- 
No. 3. G. O.—S, W, age 47. H 94 years. TV what retiring. Family resisted release (see above), 
4/47. D: schizophrenia, hebephrenic. Hospitalized had lawyer write stating they would take patient 
much of time since 1932, frequent TVs with mother _ provided he could be returned if the sister’s health 
and sister; always failed to adjust though excellent prevented her keeping him. Released 28 months 
hospital worker doing more than many paid em- ago. Follow-up through committee ; “veteran seems 
ployees, very reliable. At home loud, noisy, talked contented although periodically he endeavors to 
to self, gloomy. About to be returned at end of find work without much success.” 
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ADMINISTRATIVE NOTES 


EXTENSIVE USE OF FEMALE AIDES IN THE CARE OF THE MALE 


NEUROPSYCHIATRIC PATIENT? 
PETER A. PEFFER, M.D.,2 ann MILDRED ASTRYKE, B.S. N. 


Perry Point, Md. 


With the advent of the Korean War, the 
Veterans Administration Hospital, Perry 
Point, Maryland, surrounded by defense 
and armed services installations, saw an 
immediate demand made on its male hospital 
aide group. Attracted by higher paying posi- 
tions the male aide left hospital employment. 
We were faced with the fact that men who 
could meet the standards set by the hos- 
pital were no longer available. The existing 
problem was—how were we to take care of 
our mentally sick patients in the face of this 
situation ? 

It was agreed by those concerned to at- 
tempt to use female aides in lieu of male 
aides. The use of females as aides in the 
neuropsychiatric hospital is not new but 
their extensive use is far greater than any- 
thing that has been tried in this hospital. At 
present the female constitutes approximately 
50% of our aide group. Whether 50% is too 
high a ratio we are not prepared to say at 
this time ; however, we can say with certainty 
that 40% is not too high. : 

There was a feeling among the doctors, 
nurses, and older aides that there was no 
place on the hospital treatment team for the 
female aide. In order to employ females and 
to have them function at their maximum 
ability it became necessary to reorient the 
entire medical staff. The reorientation was 
a slow, painful process. Our ward personnel 
made dire predictions as to both the patient 
and the female aide. The complaints were 
numerous, 1. e., she is too smali to care for 


1 Reviewed in VA and published with the approval 
of the Chief Medical Director. The statement and 
conclusions published by the authors are a result of 
their own study and do not necessarily reflect the 
opinion or policy of the Veterans Administration. 

2 Manager, VA Hospital, Perry Point, Md. 

Chief, Nursing Service, VA Hospital, Perry 
Point, Md. 


this type of patient, she cannot do heavy 
work, she is not able to take patients on 
detail, etc. 

The first step was the hardest. It became 
necessary to revise the concept of the work of 
the hospital aide. From the very beginning 
the concept of the psychiatric aide has been 
a large, husky fellow who could easily control 
the outbreak or outburst of any patient. 
Some persons still cling to the idea of con- 
trol as the main function of the aide. We, at 
this hospital, finally sold the idea that the 
aide is a part of the treatment team and is 
expected to participate in the treatment of 
the patient. In the past few months the 
female aide has been accepted as a function- 
ing member of the hospital team. Our medi- 
cal personnel are no longer reluctant to accept 
her and to utilize her to her fullest capacity. 

The prototype of our female aide is as 
follows: a woman of 32 who herself has a 
family and who applies the same attitudes, 
understanding, care, and kindness that she 
gives to her family. She displays a motherly 
interest in her patients. She has a deep inter- 
est in housekeeping and stimulates reciprocal 
interest in her patients. She has a more than 
usual interest in mental illness and in addi- 
tion to applying it on her job she extends 
her knowledge to her children at home. She 
has an average high school education of 2 
years. She has a deep sense of duty and of 
loyalty. Of the male psychotic patient she 
commands the respect and consideration 
similar to that normally given by man to 
woman. 

In the main the female aide is expected to 
perform all duties assigned to the male aides 
with the possible exception of tub bathing 
and showering. Women aides are assigned 
to transport patients or groups of patients 
without assistance from a male aide. It is 
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our opinion and experience, thus far, that 
the female aide may be given any ward 
assignment that the male aide is given, with 
the possible exception of being assigned to 
give immediate care to the acutely disturbed 
patient. We do not believe that the type of 
patient on a particular ward should be a 
criterion for assignment. Personality, age, 
maturity, and experience of the individual 
are the prime consideration in the assign- 
ment of female aides Every neuropsychiat- 
ric patient presents a potential hazard. The 
potentials of a patient are a greater hazard 
than are the known characteristics. [Every 
aide in each assignment must be alert to the 
possible incident. It is our observation that 
females are equal to the situation in which 
we have placed them, and it can be accurately 
stated that the number of AWOLs, acci- 


ies has not shown any in- 
crease because of these assignments 


This report is offered for the information 
to other neuropsychiatric hospitals that may 


find themselves in the same predicament we 


Whether a hospital should go as 
far as we did in solving the problem remains 
with the individual hospital. 


were in 


However, it is 
our impression that the use of females in 
giving full care to male neuropsychiatric 
patients depends on the degree of control 
one wishes to with them. Perry 
Point Hospital desires only minimal control 
as it feels such a degree of control has the 
most therapeutic value in an over-all treat- 
ment program. We feel that we have made 
an advance in the care of 


exercise 


the male neuro- 
psychiatric patient and we hope our experi- 
ence will be of value to others. 
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Editor, AMERICAN JOURNAL OF PSYCHIATRY : 

Sir: The following are some thoughts on 
Dr. Karl A. Menninger’s ‘““Mental Status,” 
published in the February issue. Dr. Men- 
ninger is to be congratulated for his benevo- 
lent attempt at making congenial bedfellows 
of such incongruous disciplines as psycho- 
biology and Freudian analysis. In our pres- 
ent Gestalt intellectual climate, he is to be 
congratulated on having attempted any anal- 
ysis of human behavior at all. 

As is well known, Dr. Menninger is a bril- 
liant exponent of the psychoanalytic method. 
Now, no one will deny the success of Freud’s 
method in the cure of certain types of neu- 
roses. However, one should not be so car- 
ried away by enthusiasm for this method as 
to confuse the disease with the medicines 
used to cure it. Houses suffer from parasites, 
not from the insecticide used to remove them. 
People suffer from pneumonia, not from 
“penicillinitis,” “‘aureomycinitis,” or some 
such monstrous entity. Similarly, one should 
not properly speak of a neurotic with too 
strong a tie to the mother as having an 
Oedipal relation to her, when one means that 
stifling parent-child emotional ties can some- 
times be made to lose their cogency, that is, 
can be deconditioned, if successfully infil- 
trated with incest horror. The Oedipus com- 
plex, to take by way of illustration one tool 
in the armamentarium of the psychoanalyst, 
is a therapeutic construct, a salutary bugaboo, 
so to speak, which, with the patient’s “un- 
conscious” and the therapist’s willing help, 
arises to combat the roots of the neurosis, 
so to speak. Psychoanalysis is a fairly fixed 
and systematized process of deconditioning, 
whereof the “sting,” as Freud termed it, lies 
in those “free” associations, i.¢., in those 
negatively toned associations, memories, and 
fantasies that are directed against the roots 
of the neurosis. Whether we are dealing 
here with scientific cause and effect or with 
some sort of orthopsychiatric poetry, has not 


CORRESPONDENCE 


EXAMINATION OF 


MENTAL STATUS 


yet been established. Maybe this question is 
not too important, so long as the patient gets 
well. It is, however, important to psychiatry 
as a science, and especially important because 
of its theoretical implications. For example, 
on page 603 of the “Mental Status,” under 
“Sublimations” are lumped together “‘philo- 
sophic, social, and religious interests.” Now, 
if philosophic, social, and religious interests 
are sublimations, what are they sublimations 
of? The infant’s thrill in urination? Feces 
smearing? A nostalgic yearning for the 
primal scene? The increasing importance of 
psychiatry and its prominent position in the 
public eye call for a clarification of these 
matters. Such pregenital happenings are well 
enough as negatively toned personal associa- 
tions and memories to be used by the analyst 
in deconditioning a neurosis, but critics of 
our specialty may very well question why 
such tools should be hypostasized, should be 
given an independent entity, made to embrace 
in superordinate rank the philosophy and 
religion that are the most precious heritage 
of Western civilization. Hardly such rank 
should be given to such a concept as “subli- 
mation,” which belongs in the same family as 
“penicillinitis,” ‘“aureomycinitis,” Odcdipal 
complex, anal sadism, and suchlike semantic 
sea-monsters. 

This is by no means intended as a criticism 
of the psychoanalytic method itself, which 
is of proven value in the treatment of certain 
types of neurotics. Neurotics, however, usu- 
ally of the severe, unanalyzable variety, con- 
stitute less than 2% of the population of the 
mental hospitals of the nation. It is assumed 
that Dr. Menninger’s screen is to be used 
in mental hospitals. In this case possibly 
it is a little out of focus. Thus, within the 
modest little pigeonhole, ‘Reactions to Dis- 
integration, Fourth Order,” page 604, must 
be contained the entire vast bulk of the psy- 
chopathology of schizophrenia. 

Hiram K. Jonnson, M.D., 
Orangeburg, New York. 
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REPLY TO THE FOREGOING 


Editor, AMERICAN JOURNAL OF Psycutatry : 
Sir: I am not quite clear what it is that 
Dr. Johnson objects to in the chapter from 
my Manual that was printed in your Jour- 
NAL. The Oedipus complex and other things 
that he brings up are not a part of the content 
either of that chapter or of the Manual itself. 
His question as to what sublimations are is 
a pertinent one, but I have been at some pains 
to answer this in my book Love Against 
Hate, with which my students are familiar. 
I can scarcely expect you to reprint an expo- 
sition of the concept here, but in a word | 
would say that in my opinion what is sub- 
limated are the destructive tendencies that 
would otherwise be harmfully expressed. 


The last sentence of Dr 


Johnson's letter 


] 


would indicate that he fails to grasp the 


and purpose of the 
ogical examination 
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ENNINGER, M. D., 
Topeka, Kansas. 
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COMMENT 


ACT RESPECTING HOSPITALS FOR THE TREATMENT OF 


MENTAL DISEASES, PROVINCE OF QUEBEC 


In 1950 was passed in the Province of 
(Quebec an Act respecting mental hospitals 
that marks a step in advance of existing leg- 
islative procedure elsewhere in the Dominion 
of Canada dealing with this subject. This 
Act has now been in successful operation for 
two years. 

The main feature that is new is broadening 
the range of mental conditions that render 
patients eligible for admission to, and, as may 
be necessary, confinement in, provincial in- 
stitutions. The Act states: 

“‘Any patients in whose pathological condi- 
tion mental disorder constitutes the prepon- 
derant element may be admitted to a hos- 
pital.” 

In another section the word “psychopathy” 
is used as equivalent to “mental disorder.” 
Both these terms are applied in a very broad 
sense to cover practically the whole range of 
abnormal or morbid mental states that may 
suitably be treated in hospital. Thus condi- 
tions classified as psychosis, neurosis, mental 
deficiency, psychopathic personality, alco- 
holism, drug addiction, etc., come under the 
new Act and may all be admitted to hospital 
on the same terms. 

Certification formalities have been materi- 
ally reduced. Only one medical certificate is 
required. The physician simply states, “I 
have found the following symptoms . 
[with ample space for describing the case] 

. . . which indicate the presence of a men- 
tal disorder. I therefore recommend admis- 
sion to an appropriate institution.” 

This same one-sheet document includes a 
brief statement of information supplied by 
relatives ; and the certificate so executed and 
accompanied by a summary statement of the 
patient’s property must be delivered to the 
superintendent of the hospital within 20 days. 

In case of “absolute urgency” the admis- 
sion procedure may be somewhat relaxed. 
The superintendent may provisionally admit 
an emergency case without the usual formal- 
ities and thereafter definitively if the physi- 
cian’s certificate is delivered to him within 
3 days. 


There is provision also whereby a judge, 
magistrate, recorder, or justice of the peace 
may at the request of a physician in case of 
urgency issue an order of conveyance of a 
patient to hospital. 

It is to be noted that whatever the type of 
procedure no patient may be admitted to a 
hospital until authorization has been received 
from the superintendent. 

An interesting feature of the new Act is 
that the same simplified medical certificate 
is used for all cases, whatever the diagnosis 
and whatever the patient’s status—public, 
private, or voluntary. The certificate is 
merely a document containing such informa- 
tion as furnished by relatives of the patient 
and represented by the physician’s observa- 
tion, on the basis of which the latter makes 
his recommendation of admission to hospital. 

The question of the patient’s status and of 
possible change of status, as from voluntary 
to involuntary, is dealt with very simply. 
The superintendent decides whether the pa- 
tient is to be kept “for voluntary treatment 
or for close treatment”; and further, “the 
superintendent may, at any time, according 
to circumstances, alter such decision.” 

The idea of the need for special legislation 
in connection with the hospitalization of 
mental patients arose in early times, as every- 
one knows, from the view that the public 
had to be protected from persons who by 
reason of their mental disability were “danger- 
ous to be at large.” In many places the 
laws still reflect this ancient attitude. In the 
Act we have discussed the Province of 
(Quebec has made a noteworthy advance in 
facilitating the treatment of psychiatric dis- 
orders under more favorable conditions. 

Dr. L.-R. Vezina, Chief of the Division of 
Mental Hospitals in the Province of Quebec 
and to whom credit is due for the drafting 
of this Act, in replying to our inquiry writes 
under date of February 5, 1952: “So far 


the application of this Act has met with the 
approval of every interested party and the 
simple procedure for admission has been 
highly appreciated.” 
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PUBLICITY 


It is well known that mental hospitals are 
subjected to considerable publicity and of 
various kinds; the newspapers carry articles 
about current developments and at times 
sensational accounts of some happening with 
typical unpleasant headlines. 

In magazines appear discussions of poor 
conditions illustrated perhaps by old photo- 
graphs even after these conditions have im- 
proved. Such reports are apt to be one-sided 
without equal emphasis on the good features 
of hospital care and without sufficient atten- 
tion to the handicaps under which the institu- 
tions operate, such as overcrowding and 
limited funds that do not permit desirable 
improvements. 

Furthermore, books are published purport- 
ing to be the autobiographical accounts of 
former patients’ experiences in unnamed 
institutions, constituting a kind of sensational 
exposé. 

erhaps some such articles are needed in 
backward localities to arouse the interest and 
indignation of the general public. It may be 
the purpose to impel governors and legisla- 


tors to appropriate sufficient funds for com- 
prehensive betterment plans that would in- 
clude such items as the replacement of 
unsanitary, delapidated, and unsafe buildings, 


providing more up-to-date diagnostic and 


therapeutic equipment and more trained 
personnel, 

Certain types of article in the public press, 
however, may create the false impression that 
the unsatisfactory conditions as described are 
Thus the public confidence in the 


mental hospitals is destroyed 


average. 
seriously 
undermined especially among the relatives of 
patients. The morale of both personnel and 
patients may be lowered, and the improve- 
ment or recovery rates adversely affected. 
The adoption of progressive and construc- 
tive efforts to improve public relations by 
such plans as designating periodically ‘‘open 
throughout the 
and 
repre- 
sentatives of the Press, may accomplish much 


in better publicity. 


house” days for visitation 


hospitals, and by establishing friendly 


cooperative understanding with the 
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NEWS 


Dr. Hincks Retires.—Announcement 
has been made by the Canadian Mental 
Health Association of the retirement of Dr. 
Clarence M. Hincks as general director. Dr. 
Hincks was associated with the late Dr. C. K. 
Clarke in the early years of the Canadian 
National Committee for Mental Hygiene, 
which was founded in 1918, and on the death 
of Dr. Clarke in 1924 succeeeded him as 
medical director. From 1930 to 1939 he 
served as general director of the National 
Committee for Mental Hygiene in the United 
States, during this period dividing his time 
between New York and Toronto. He there- 
fore has a continuous record of 34 years of 
service to the National Committee, which he 
has gradually built up to its present position 
as the Canadian Mental Health Association, 
an organization of dominion-wide influence 
and prestige as headquarters for mental 
health information, teaching, and planning 
throughout Canada. In recognition of Dr. 
Hincks’ unique service to mental health over 
a third of a century he received the first Men- 
tal Health Award of $1,000 authorized by 
the Mental Hygiene Institute of Montreal, 
as reported in the June 1951 issue of the 
Journal. 

Dr. Hincks retires as general director but 
continues as full-time consultant. He is suc- 
ceeded by Dr. John D. Griffin, who has been 
medical director since 1945. 


Dr. GeorGe S. STEVENSON Jorns Na- 
TIONAL CITIZENS COMMITTEE FOR WHO.— 
Dr. Stevenson, medical director of the Na- 
tional Association for Mental Health, is one 
of 11 health and civic leaders, new members 
of the steering committee of the National 
Citizens Committee for the World Health 
Organization. The specific purpose of the 
committee is the dissemination of health 
information. 

Other physicians on the steering commit- 
tee are Dr. C.-E. A. Winslow, editor of the 
American Journal of Public Health, Dr. Abel 
Welman, Johns Hopkins University, Dr. 
Howard A. Rusk, associate editor of the 
New York Times, Dr. Haven Emerson, 


AND NOTES 


professor emeritus of public health, Columbia 
University. 

1952 Grecory Lecrure.—-Dr. Curt P. 
Richter, associate professor of psychobi- 
ology, Johns, Hopkins University School of 
Medicine, presented this year’s Gregory Lec- 
ture at Bellevue Hospital, New York City, 
on May 1, 1952. His subject was “Stress 
and Structural Change.” 


INTER-AMERICAN SOCIETY OF PsyCHOL- 
ocy.—This new society was formed during 
the International Congress of Mental Health 
in Mexico City in December 1951. The fol- 
lowing officers were elected: president, 
Eduardo Krapf, University of Buenos Aires, 
Argentina; vice-president, Werner Wolff, 
Bard College, Annandale-on-Hudson, New 
York ; secretary, Oswaldo Robles, University 
of Mexico; treasurer, Herman Vergara, 
University of Bogota, Colombia; associated 
vice-presidents, W. Line, Canada, Enrique 
B. Roxo, Brazil, Carlos Nassar, Chile, and 
Jaime Barrios Pena, Guatemala. The society 
has its Latin-American office at the Uni- 
versity of Mexico and its U. S. A. office at 
Bard College. 

It is the purpose of the society to promote 
inter-American cooperation and mutual un- 
derstanding, to determine the position of 
psychology as a science, and to organize an 
interchange of students and teachers. 

The Inter-American Society of Psychol- 
ogy will hold annual meetings, the first of 
which has been planned to take place in 
Caracas, Venezuela, in December 1952. 
Six symposia will be organized, the results to 
be published in English and Spanish: (1) 
methods, goals, and limits of psychology ; (2) 
careers and specialties of psychologists ; (3) 
professional and legal requirements cf a 
practicing psychologist; (4) elaboration of 
a basic topical bibliography ; (5) the psychol- 
ogist’s contribution in a time of emergency ; 
(6) the state of psychology in the various 
American countries. 

For an exchange of psychological studies, 
an inter-American library will be established 
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in the two offices. It would be greatly ap- 
preciated if authors would send copies of 
their works to the secretary's office in Mex- 
ico: Dr. Oswaldo Robles, Facultad de Filo 
sofia y Letras de la Universidad de Mexico, 
San Cosme 71, Mexico, D. F. 

The annual membership fee is $5.00. All 
funds will be used to finance the Congress, 
to establish an inter-American journal of 
psychology (bilingual), and to found a film 
library. Applications for membership of 
American psychologists, accompanied by a 
curriculum vitae, should be sent in triplicate 
to the vice-president, Dr. Werner Wolff, 
Bard College, Annandale-on-Hudson, New 
York. 

ConGcres pes MEpecins ALIENISTES ET 
NEUROLOGISTES DE FRANCE ET DES PAYS DE 
LANGUE FRANGAISE.—This Congress will 
hold its soth meeting at Luxembourg, July 
21-27, 1952. Subjects to be considered 
include the following: in psychiatry, “Con- 
tributions to Psychiatry from the Study of 
Twins,” by Dr. Kammerer of Strasbourg ; 
in neurology, “Meningeal Hemorrhage in 
the Adult, New Concepts,” by Professor 
Geraud of Toulouse ; avd in therapy, “Treat- 
ment of the Tuberculous Insane,” by Dr. 
Donnadieu of Chezal-Benoit. 


IDITORIAL ASSISTANTS AND COLLABORA- 
rorsS.—A clearinghouse service on competent 
editorial assistants or collaborators to assist 
in the preparation of papers for meetings, 
publication or clinical demonstrations is 
being established. Technicians qualified to 
assist in editing explanatory or sound-track 
material in conjunction with professional 
motion pictures are included. Information 
will be available to all members of the med- 
ical profession on request. 

Please assist this new service by forward- 
ing names and addresses of qualified col- 
laborators to Academy-International of 
Medicine, 214 West Sixth St., Topeka, 
Kansas. 

NATIONAL ASSOCIATION 
HeaALtu.—Oren Root, 


FOR MENTAL 
president of the 


National Association, has announced the ap- 
pointment of Raymond F. Male of Prince- 


, as administrative director of the 


Mr Male 


of the division of personnel for the New 


was director, from 1945 to 1952, 


Jersey Department of Institutions and Agen- 
For three 1952 he 
director of personnel for the City of 
adelphia. 


cies months in was 


Phil- 


In 1947, Mr. Male, a graduate of Prince- 
ton University, established New Jersey’s 
pioneer psychiatric technician training pro- 
gram. This program offers to carefully 
selected individuals a year’s on-the-job train- 
ing for mental hospital work at a level be- 


tween those of attendant and registered 
nurse, 
The National Association for Mental 


Health, a nation-wide citizens’ organization, 
has affiliations with 300 mental health or- 
ganizations in all parts of the country. 


MENTAL 
REPRINTS 


CATALOG OF HEALTH Pam- 
PHLETS AND AVAILABLE.— This 
catalog (Public Health Service Publication 
No. 19), compiled and revised annually by 
the National Institute of Mental Health in 
with more than Federal, 
state, and voluntary health, welfare, and edu- 


cooperation 100 
cational organizations, is now available for 
1951. Purposes of the catalog are to stim- 
ulate a wider use of available literature, to 
assist in avoiding duplication of efforts, and 
to promote recognition of those areas in 
mental health where new publications are 
needed. The catalog may be obtained at 25 
cents a copy from the Superintendent of 
Documents, U. S. Government Printing 
Office, Washington 25, D. C. 

New Teacuinc Atp.—Now in use at 
Stanford University is a photographic atlas 
of human anatomy. Section I of the atlas, in 
4 volumes, is comprised of 238 three-dimen- 
sional color transparencies showing progres- 
sive dissections of the central nervous sys- 
tem. When completed the ‘Stereoscopic 
Atlas of Human Anatomy” will contain 
sections, 


Dr. David L. Bassett, associate professor 
of anatomy at Stanford, is the author and 
the stereoscopic color photographs are by 
William B. Gruber. The third-dimensional 
quality is obtained by viewing the color 
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photos through a modern stereoscope in- 
vented by Mr. Gruber, or by projection on a 
large screen, which necessitates the use by 
the audience of polaroid glasses. This device 
constitutes a new and revolutionary visual 
aid in teaching this difficult subject. Section 
I is now available to the medical profession. 
Inquiries may be addressed to Dr. Bassett at 
Stanford University. 

Isaac Ray Liprary.—On March 5, 1952, 
the Isaac Ray Library was dedicated and 
opened at Butler Hospital in Providence, 
Rhode Island. Around a valuable nucleus 
of books on medical psychology from the 
libraries of Isaac Ray, M.D., G. Alder 
Blumer, M.D., and other former superin- 
tendents, it is hoped that an unusually good 
working collection will eventually be assem- 
bled, totaling up to 10,000 volumes. To 
equip the library to meet more than local 
needs, it is planned to compile a union cata- 
log of holdings of other psychiatric libraries 
in this country, making the library a valuable 
research instrument for psychiatrists else- 
where. 

The project was conceived by Dr. Gregory 
Zilboorg, consultant in research and psy- 
chotherapy at Butler Hospital, and received 
generous support from the Aquinas Fund. 
Its new and attractive quarters were de- 
signed and built entirely by hospital per- 
sonnel. 

At the dedication, Dr. Leo Bartemeier and 
Dr. Gregory Zilboorg were the principal 
speakers. 


NATIONAL COMMITTEE ON ALCOHOLISM. 
—About 250 social workers, physicians, and 
laymen attended the annual meeting of the 
National Committee on Alcoholism in New 
York City, March 12, 1952. Dr. Harry M. 


Tiebout, president of the Committee, pre- 
sided at the medical session. 


The second of 2 Conferences on Psychi- 
atric Education is to be held at Cornell Uni- 
versity, June 19-25, 1952. Its primary focus 
is on the training of career psychiatrists. As 
such, it complements the first Conference 


1952 CONFERENCE ON PSYCHIATRIC EDUCATION 


Dr. Harold W. Lovell summed up current 
thinking from the fields of medicine and 
psychiatry, starting from the now accepted 
fact that alcoholism is an illness that can- 
not be cured but only arrested (which in- 
cidentally was distorted by the New York 
Times’ headline to read that alcoholics can- 
not be cured). He surveyed present progress 
noting the place of Antabuse and ACE in 
helping the individual attain sobriety and 
praised Alcoholics Anonymous for its con- 
tribution in the rehabilitation of the alcoholic. 

Under the title “Alcoholism in Industry : 
Development of a Company Program,” Dr. 
S. Charles Franco of the Consolidated Edi- 
son Company of New York reported from 
their program extending over a 24-year 
period that “the over-all number of em- 
ployees reclaimed was 70 out of 135 cases, 
or 52%.” 

Among other topics discussed were alco- 
hol education in the schools, the alcoholic 
in prison, the resources of the church, the 
mobilization of community resources, legis- 
lation, local committees on alcoholism, and 
an evaluation of progress. 

Following are the officers for the ensuing 
year: president, Dr. Harry M. Tiebout; 
chairman, board of directors, Mr. Gordon 
Gibbs ; vice-presidents, Dr. Harold W. Lov- 
ell and Mr. Henry A. Mulcahy; secretary, 
Mrs. Lois V. Knowlson; treasurer, Mr. 
J. A. W. Igilehart ; executive director, Mrs. 
Marty Mann. 

AMERICAN [’syCHOsOMATIC SociETY.— 
At the annual business meeting held on 
March 29, 1952, the following persons took 
office: president, Dr. Sydney G. Margolin; 
president-elect, Dr. George L. Engel; sec- 
retary-treasurer, Dr. Frederick C. Redlich. 
Elected to Council positions were Drs. David 
T. Graham, George C. Ham, Erich Linde- 
mann, and Milton Rosenbaum. ‘ 


(June 1951), which dealt with psychiatry 
and undergraduate medical education. The 
Conferences are conducted by The American 
Psychiatric Association with the Association 
of American Medical Colleges, and are made 
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possible by a grant from the U. S. Public 
Health Service, National Institute of Mental 
Health. 

As was true of the first Conference, the 
program plan for the second was developed 
by a Planning Committee of 27 members.’ 
The detailed execution of the plan is left to 
a smaller Executive Committee of 6 mem- 
bers.?_ Each of the Associations designated 
a Conference Chairman.® 

Since the 1952 Conference deals with the 
specialistic training of career psychiatrists, 
it has seemed essential to the planning 
groups—-and particularly to those represent- 
ing the Association of American Medical 
Colleges—that most of the members of the 
second Conference should be chosen from 
those actively engaged in training psychi- 
atrists. Thus, of a total Conference member- 
ship limited to about 85, approximately 70% 
are teachers of psychiatry and neurology, 
and the remainder are medical school deans, 
professors of medicine and pediatrics, and 
administrators in educational institutions of 
various kinds. Inevitably, the [Executive 
Committee, whose chore it is to select the 
members, has found it distressing to have to 
pass over so many who should be members 
of the Conference by virtue of their position 
and accomplishment. 

Ten topics comprise the agenda structure 
for the 1952 meeting. Preparatory Com- 
missions are assigned to gather facts and 
opinions on each topic and to organize the 
material for conference discussion. The 10 
topics fall into 3 main areas. 

1 Drs. Kenneth E. Appel, Leo H. Bartemeier, 
Walter E. Barton, George P. Berry, Karl M. Bow- 
man, Francis W. Braceland, Henry W. Brosin, 
LD). Ewen Cameron, Norman Cameron, Francis J. 
Gerty, Robert G. Heath, Ives Hendrick, Carlyle 
Jacobsen, Reynold A. Jensen, Theodore Lidz, 
Erich Lindemann, Vernon Lippard, Karl A. Men- 
ninger, John McK. Mitchell, George N. Raines, 
Fredrick C. Redlich, Thomas A. C. Rennie, John 
Romano, Harvey J. Tompkins, John C. White- 
horn, Harold G. Wolff, S. Bernard Wortis. 

2? Drs. Francis J. Gerty, Theodore Lidz, Vernon 
Lippard, John McK. Mitchell, John C. Whitehorn, 
S. Bernard Wortis. 

§ Drs. John C. Whitehorn for The American Psy- 
chiatric Association, John McK. Mitchell for the 
Association of American Medical Colleges. 


The first topic area encompasses basic 


introductory material—-a review of the his- 
tory and status of residency training in psy- 
chiatry today, a summary statement of the 
social and economic factors affecting resi- 


dency training, and a formulation of psy- 
chodynamic concepts and principles. These 
subjects are to be pre sented to the Confer- 
ence as formal reports from the preparatory 


The second group « f topics is the heart of 
the Conference. They have to do with ideals 
and practices in residency training, the selec- 
tion of candidates and the personal problems 
of the resident in training, and an over-all 
consideration of;psychiatric training centers 
and facilities. 

The third group considers special prob- 
lems, for example, the roles of psychoanalysis 
and child psychiatry in the training of career 
psychiatrists, the problems of special training 
in industrial, forensic, and administrative 
psychiatry, and psychiatry’s part in the train- 
ing of internists, pediatricians, and other 
physicians. 

The operation of the Conference as a 
joint project of The American Psychiatric 
Association and the Association of American 
Medical Colleges has proven most agreeable, 
and workable thioughout. The group-dis- 
cussion pattern utilized in these Conferences 
imposes a stiff numerical limitation on mem- 
bership and presents special problems in 
organizing and reporting, but it has special 
advantages. It greatly facilitates critically 
constructive discussion. It provides oppor- 
tunity for the rapid detection and elimination 
of misunderstandings and the enlargement 
of areas of agreement. More effectively than 
by any plan of set speeches and large audi- 
ences, the group discussions generate active 
mutual understanding. 

The report of the first Conference was 
published by The American Psychiatric As- 
sociation in May 1952, and that of the sec- 
ond will appear approximately one year later. 

Joun C. WHITeHORN, 
Joun Mck. MircHe ct, 


CHAIRMEN. 


| | 
| 
| | 
| 
| 
| 


Die NEUROSEN UND DIE DyYNAMISCHE PsyCHOL- 
VON Pierre Janet. By Dr. Leonhard 
Schwartz. (Basle: Benno Schwabe & Co. 
Verlag, 1951.) 


When Pierre Janet attended the 200th anniversary 
celebration of the Natural History Society in 
Zurich in 1946 he had already entered upon his 
88th year. At that meeting he gave a distinguished 
address in the aula of the university and several 
lectures at the psychiatric clinic. A few months 
later, at home in Paris, while actively at work on 
a new book he was fatally stricken. 

The author of the present book, to which he had 
devoted 6 years’ labor, was considered by Janet 
one of his best qualified pupils; indeed it was his 
hope that Schwartz would be able to carry forward 
the work that he must soon relinquish. But the 
fates were averse; the pupil survived the master 
hardly more than a year. By good fortune, how- 
ever, he had completed the task which he had set 
for himself in 1941 to present in psychiatric orienta- 
tion and in a single volume the entire system of 
Janet’s psychology. His book was finished, but 
unhappily he did not live to see it in print. 

This book we now have and the author has 
rendered a great service to both psychology and 
psychiatry in making thus conveniently available 
the wisdom of the great teacher of the Collége de 
France. It is to be hoped that an English transla- 
tion may follow in due course. 

In his foreword, Professor Robert Bing stresses 
the originality and brilliance of Janet's system of 
psychic dynamics worked out with scientific pre- 
cision over many years on the basis of an immense 
body of meticulous clinical observations. But it 
was a distinguishing feature of Janet's outlook that 
no systematic presentation could be a final finished 
thing since it cannot be assumed that the mental 
development of mankind has come to a standstill 
(in spite of indications in some parts of the world 
in these latter years!). As an evolutionist, including 
in his purview both zoological and ethnological, 
both phylogenetic and ontogenetic data, Janet 
avoided the pitfalls of crass determinism and avoided 
swerving into materialism on the one hand and 
metaphysics on the other. 

To the criticism that his postulated “psychic 
energy” was ill-defined he could reply that the nature 
of electric energy is also unknown, but it can 
nevertheless be harnessed and manipulated. 

Schwartz’ book is divided into two parts. Part I, 
Special Psychology, begins with the developmental 
history of the psychic functions (genetic psychol- 
ogy) and reviews in detail Janet’s studies on the 
dynamics of drives or tendencies, on behavior, 
feelings, and emotions, psychic tension, strength 
and weakness, conscious and subconscious phe- 
nomena, traumatic reminiscences, suggestion, and 
the nature and varieties of pain. 


BOOK REVIEWS 


Janet understood the possibility of hysteric re- 
pression of a painful memory in the genesis of 
neurosis, but he urged the greatest caution in deal- 
ing with these processes as with all psychic events 
below the threshold of consciousness. Speaking of 
traumatic reminiscences he said: “Inasmuch as 
the uncovering of such memories is of importance 
for the understanding and treatment of a neurosis 
one must strive to bring them to light, in case they 
exist; but one must strive equally not to discover 
them when they do not exist.” And further, “Only 
when no explanation for the neurosis can be found 
in the present circumstances of the patient's life is 
it indicated to seek further into the past.” In Janet's 
experience traumatic reminiscences were duly evalu- 
ated but were relatively infrequent as etiological 
factors in the neuroses. 

Freud's dream interpretation offended the scien- 
tific spirit of Janet and he treated the subject not 
without irony. But while taking sharp issue with 
Freudian theory at other points as well, partic- 
ularly with the concept of the “unconscious,” he 
freely recognized the contribution of psychoanalysis 
to the general investigative procedure that he him- 
self had already designated as psychological analysis. 
Said Janet: “Notwithstanding the exaggerations 
and illusions to which psychoanalysis has given rise, 
it has produced a large number of valuable studies 
on the neuroses, on the development of thinking 
during childhood, and on the various forms of the 
sexual urge. These studies have drawn attention 
to little known facts which, owing to traditional 
reserve, we have been inclined to neglect.” 

in Part II the author presents Janet’s conception 
of the neuroses. In 100 pages he gives a remark- 
ably clear and concise exposition of the master’s 
teaching concerning the asthenic syndromes, the 
forms of psychasthenia including the compulsions, 
phobias, and folie de doute, the protean manifesta- 
tions of hysteria, and states of anxiety and de- 
pression (melancholia). Here Janet’s views weigh 
against the arbitrary separation of psychoses from 
neuroses. 

In a final chapter Schwartz reviews, necessarily 
briefly, Janet’s encyclopedic 3-volume work (1147 
pages) on the treatment of the neuroses. He closes, 
appropriately enough, with a German saying: 

Raste nie—doch haste nie, 
Dann hast du nie—Neurasthenie! 


C. 8 ¢. 


PsycuHosurcery. Second edition. By Walter 
Freeman and J. W. Watts. (Springfield, Il1.: 
Charles C. Thomas, and Toronto, Ont.: 
Ryerson Press, 1950.) 


The first edition of this book by Drs. Freeman 
and Watts, published in 1942, brought together for 
the first time pertinent information concerning their 
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wide experience in the selection of the mental cases 
for operation by prefrontal lobotomy. This second 
edition has been completely rewritten after a review 
of all their material from more than 1,000 of their 
cases 

The present edition summarizes their personal 
experience, as well as the medical literature about 
psychosurgery since 1941. It should 
useful reference work and guide for those actively 
engaged in treating mental patients by surgical 
methods. The first edition became a world-wide 
reference book for those physicians interested in 
this problem. This second edition is an excellent 
sequel, 

In the introduction the authors frankly state that 
they are unable to reach an agreement:on the sub- 
ject of transorbital lobotomy. This 
the general opinion throughout the medical world 
at the present time 

Chapter headings include (a) the type of patient 


serve aS a 


‘eems *0 be 


selected, (b) the type of operative procedure, 
(c) postoperative phase and the rehabilitation 
program. 


In such a relatively new field it is only natural 
that different workers will disagree about certain 
aspects of this subject. The authors have honestly 
discussed many unsettled problems. 

This book should prove to be a starting point for 
practical treatment as well as for further thought- 
ful study regarding the function of the frontal lobes. 

Harovp M. D., 
Queen Mary Veterans’ Hospital, 
Montreal, Que. 


By Alfred Stil. (New 
Library, 1950. Price: 


BORDERLANDS OF SCIENCE. 
York: Philosophical 
$3.75.) 


This is a book about the “lunatic fringe” of 
science—about magic and mysticism and supersti- 
tions, vampires, witches and ghosts, spiritualism, 
telepathy, psychic research, and much else that is 
strange and intriguing. But it is not merely a col 
lection of curiosa. The author’s purpose is to call 
attention by ample documentation to the roles that 
both science and pseudoscience have played in the 
development of what we euphemistically refer to as 
civilization. 

The book will be mainly of interest to the general 
reader. Where the attempt is made to cover so 
broad a domain and deal with such a variety of 
subjects, allowance must be made for a degree of 


ket ess and over-simplification and for generali 
zations that might make the specialist, e.g, the 
anthropologist, shudder. However, there is here a 
wealth of data on the devious ways of the human 
mind supported by quotations from many repre- 


sentative sources, 


must be content with a few references. 


ransitional 16th century, for example, while 


was foretelling celestial events, astrology 
was still clinging to her skirts. 
sociated a conjunction of Jupiter and Saturn with 
the great plague then ravaging Europe. Brother 
Francesco- Maria Guazzo, 17th century ecclesiastical 
authority on witchcraft, that “it 
than light that witches are carried bodily 
through the air to the Sabbat by demons.” To dis- 
believe was to “sin in the lack of reverence 
to our Mother the Church.” John Wesley early in 
the 18th century published an account of poltergeist 
the parsonage of his father, the 
Wesley. When Mrs. W. requested 
not to polter whilst she was saying her 
prayers it courteously accommodated. In the 1oth 
Sir William Crookes expressed belief in 


Tycho Brahe as- 


fouad is clearer 


rue 
rue 


disturbances in 
Rev. Samuel 
the Geist 
century 

the levitation phenomena of the showman-medium 
D. D. Home. “He rose 18 inches off the ground, 
and I passed my hands under his feet, round him 
and over his head when he was in the air.”’ Occa- 
lly those near the medium were caught in the 
uplift. my wife thus off the 
ground in her chair.” And then in the 20th century 
came Conan Doyle and his fairies. But, after all, 
Are they less likely creatures than 


s10ona 


“Once was raised 


why not fairies? 


gods and angels and such? Are they not indeed 
made of the same stuff—homoousion or at least 
homoiousion? 


The author describes the magic speculum of 
Paracelsus, the famous baguet of Anton Mesmer, 
prodigies of various celebrated 
another 


psychological sinistrality. 


the divining-rod 


operators, and many curious phase of 

Many of the firm beliefs of yesteryear have been 
discarded, relegated to the voluminous and unpretty 
history of human credulity. Other beliefs, equally 
baseless, still adhered to, await tomorrow’s discard. 
lhis book offers a good sampling of the milestones 
ng the road of homo sapiens in his long, painful, 
id not very successful struggle toward what he 
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increase is AUTOMATICALLY controlled for uniformity and consistency 
of results. The Glissando rate of rise, variable from .4 second to 2.0 seconds 
in steps of 0.2 second may be selected to regulate the degree of ‘glide’ into 
the actual shock treatment. The Glissando is incorporated within the unit in 
such a manner that either Glissando Shock Therapy or 
Conventional Shock Therapy can be given at will. 


Write Dept. A for Free Literature 


LEKTRA LABORATORIES, ins 
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CHILDHOOD 
EXPERIENCE 
AND 
PERSONAL 
DESTINY 


by WILLIAM V. SILVERBERG, M.D. 
Clinical Professor of Psychiatry, Neu York Medical ( ollege 


Silverberg's viewpoint 
, represents a return to the crossroads at which Freud found himself when faced with the 
collapse of his traumatic theory of the etiology of neurosis. The author affirms that Fread 
was sound in his first intuition that neurosis emerges from traumatic childhood experience 
and its specific details but he rejects Freud's definition of this experience as too narrow 
and presents a broader, more comprehensive concept of childhood experience. 


Strength and weakness of the ego 
are regarded by Silverberg at roughly equivalent to mental health and mental illness re- 
~pectively, and he is therefore concerned with the kind of childhood experience that favors 
growth or diminution of ego strength. He emphasizes the ego's functions —drive toward 
survival, impulse gratification, executive function — and its mode of operation as well as 
the interpersonal relationships of childhood. 


The experiences of early life 

are discussed as children usually have them in the process of being brought up by parents 
of our culture. Although the successive areas of individual experience have not the universal 
and biologie significance which Freud ascribed to the genesis of libido, they parallel, more or 
less, the Freudian phases. For each area, the author investigates the typical adaptations to 
the difficulties encountered by the child. He brings out the vast difference and confliet be- 
tween adaptations that are biologically successful or culturally successful. He offers many 
keenly observed solutions that are “normal” as well as pathologic in our culture. 


Working hypothesis for psychotherapy. 
Since psychological patterns and adaptative potentialities of later life are generated by 
childhood experience and; are therefore acquired, new experience can result in new and 
different patterns. A person can break his formed pattern of pathologic behavior by a 
woeess that leads to self-understanding and from there to new adaptation. In this possi- 
Pility lie the problem, the task, and the hope of psychotherapy. 


304 pages, bibliography, index. $4.50 


ORDER FORM 


Please send me SILVERBERG: 


CHILDHOOD EXPERIENCE AND PERSONAL DESTINY, $4.50 


Name Kemittance enclosed 
In N.Y C. please 
Street add Ite sales tax 


Please print 


Bill me 


City Zone State Send on approval 


SPRINGER Publ. Co., Dept. 3-P, One Madison Avenue, New York 10, N. Y. 
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}~ The first complete book on 


Dynamic 
Psychiatr 


RANZ ALEXANDER, MoD and 
HELEN ROSS 


Poy! HOANALYSIS in recent vears has 
i tremendous Tmipact on psychiatry a 
development that ne called dynamic p 
ehiats This book, by a distinguished group 
of pecialist and practitioners i the first 
nprehensive presentation of the fundan 
ta of dynamic psvehiatr imi how it ha 
clinical psychiatry, child psychiatry 
general medicine inimal psychology, and ar 
thropotos Topi covered include drean 
behavior, personality development, neurose 
perversion psy chose psyehiatric treatment 


A complete tuble of content i wiven below 


PART 1. Concepts of Dynarmce Psychiatry 


FUNDAMENTAL 

Franz Alerander Vp 
ann Rartonat Benavior 

Thomas M. French, 
Concert Kdoardo Wei 


Therese Benede 


PART U1. Clinical Psychiatry 


Ni iA Disorpenrs A PeERVERSI 
Lo B. Shapiro, M.D 
Acute N hori RreacTions 
Leon J. Saw, MOD & John W. Lyons, MOD 
Disorpers oF CHILDHOOD 
Vargaret W. Gerard, M.D 
CRRERBRA 
Henry W. BRrosin, M.D 
P’syou YNAMIC or PsyCHoses 


Join Whitehorn, M.D 
rue Stupy Psyciost 
Henry W. Brosir 


TREATMENT 
Vaurice Levine 


PART 111. Influence of Psychoanalysis on Allied 


telds 
ilerander. M_D 
rho S. Sza Vip 
Vere ‘ Vead, Pho Dp 
Cu Psveu David Shakow, Ph.D 
Dravid M. Levy, 


PSYCHOANAL ON CURRENT 

Henry W. Brosin. M.D 
Indexed, $10.00 at all bookstores 

THE UNIVERSITY OF CHICAGO PRESS 
5750 Ellis Ave., Chicago 37, IIL. 


ADVERTI 


Founded 1879 


RING SANATORIUM 


Eight miles from Boston at an 
elevation of 400 feet 


For the study, care and treatment of 
emotional, mental, personality and habit 
disorders. 


All recognized psychiatric therapies are 
used as indicated. 


Cottage accommodations meet varied in- 
dividual needs. Limited facilities for the 
continued care of progressive disorders 
requiring medical, psychiatric, or neuro- 
logical supervision. 
BENJAMIN Simon, M.D 
Director 


CuHarces E. Wuite, M.D 
Louis Brenner, M.D 
Wittiam R. SHettox, M.D 
Associates 
Consultants in all Specialties 
Arlington Heights, Francie W. Russell 


Massachusetts Exrecutwe Secretary 
Telephone AR 56-0081 


ROGERS 
MEMORIAL 
SANITARIUM 


OCONOMOWOC, WISCONSIN 


Located on Nashotah Lakes, 30 
miles west of Milwaukee, providing 
an ideal country environment, and 
the facilities for modern methods of 
therapy of the psychoneuroses, psy- 
chosomatic disorders, and other neu- 
rologic and psychiatric problems 
Occupational therapy and_ recrea- 
tional activities directed by trained 


personnel 


Owen C. Crarx, M.D 
Medical Director 
CHARLES H. FEaster, M.D. 
Georce H. LOHRMAN, M.D. 
CATHERINE A. RoseENBERG, R. N 
Director of Nurses 
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RATES 


Begin at $85 


HALL-BROOKE 


A modern psychiatric hospital in a 


non-institutional setting 


(Licensed by State of Connecticut) 


Dynamically-oriented psychother- 
apy 


Electro-coma 
Insulin full coma 


Occupational and _ Recreational 
therapy 


120 acre estate in Fairfield County 
Tactful classification of psychotic. 
alcohol and addiction cases and 
of psychoneurotic patients in 


separate buildings. 


Tasteful Colonial decor 


All private rooms 


Write or telephone for full information 


(Mrs.) Hetpe F. Jones Bernarp. Administrator 


New York City Office: 133 East 58th Street 


Thursdays: 2-5 o'clock 


Greens Farms (Westport), Connecticut 


HALL-BROOKE 


Georce K. Pratt, M. D., Medical Director 


PLaza 5-2570 


Phone: Westport 2-5105 


Only one hour from New York. Easily accessible from any part of Connecticut. ~~ 
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FAIR 
OAKS 


INCORPORATED 


Summit, New Jersey 


SUMMIT 6-0143 


OSCAR ROZETT, M.D., Medical Directo Located 20 miles from New 


York Maintaining Homelike, 
Private Surroundings with 


MISS MARY R. CLASS, R.N., Director of Nurs 
Spacious Grounds 


MR. T. P. PROUT, JR.. President The Institutional Atmosphere 
Is’ Eliminated, Yet All of 


oe the Hospital Facilities Are 
ELECTRIC SHOCK THERAPY — OCCUPATIONAL Available for Treatment and 
‘SULIN THERAPY THERAPY Management of Problems in 
INSULI DIETETICS Neuropsychiatry 
PSYCHOTHERAPY 
THERAPY CLINICAL LABORATORY ESTABLISHED 1902 


THE HOMEWOOD SANITARIUM 


OF GUELPH, ONTARIO, LIMITED 
CANADA 


A private hospital situated 40 miles west of Toronto, fully equipped to pre 
vide modern treatment fo: all types of psychiatric disorders, acute or chronic 


+ 


Resident staff of experienced psychiatrists. Minimum rate (inclusive of 
medical attention) $70.00 per week. 


For further information apply to 
A. L. MacKINNON, M.B., MEDICAL SUPERINTENDENT 


The BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 


In the Foothills of the Poconos 


N.Y 
Telephone Dingmans Ferry S138 References 
Directors: Frances M. King, formicriy Dir t 

Catherine Allen Brett, M.A 
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DIRECTORY OF PRIVATE MENTAL HOSPITALS, SANITARIUMS 
AND SCHOOLS 


The Brown Schools 


For Exceptional Children 


Four distinct units making satisfactory placements pos- 
sible for boys and girls and young adults. 


Ideal winter climate affording happy healthful outdoor 
play and recreation almost every day of the year. 


® Daily Neuropsychiatric supervision and guidance. 


® Psychological Examination € Speech 

@ Registered Nurses ® Music | 
@ Pre-vocational training ® Ranch for older boys 

@ Teachers with degrees @ Home for older girls 

@ All academic subjects @ Fireproof building 

@® Year round program ® Summer Camp 


PAUL L. WHITE, M.D., F.A.P.A., Medical Director 
M. D. HEATLY, M.D., F.A.C.S., Resident Physician 
JESSE VILLAREAL, Pu. D., 

Speech Pathologist 


BERT P. BROWN, President 
Box 4008, Austin, Texas 
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1850 PONTIAC ROAD : ROCHESTER, MICH. 
Telephone: 9441 


A private hospital 25 miles north of Detroit for 


Chairman of the Board 


Hilbert H. DeLawter,M-D. the diagnosis and treatment of mental illness. 


Clinical Director 


Mr: Graham  Psychoanalytically trained resident physicians. 


The LIVERMORE SANITARIUM 


LIVERMORE, CALIFORNIA 
SAN FRANCISCO OFFICE—450 SUTTER STREET 
For the Treatment of Nervous and Mental Diseases 

The Hydropathic Department, for nervous and general patients; the Cottage Department, 
for mental patients. Features: near Oakland and San Frar ( lea imate; large beauti 
ful grounds; hydrotherapy, athletic and o boratory z 
trained nursing forces Rates include 

routine examinations. Booklet on request 


O. B. JENSEN, M.D., Superintendent and Medical Director 
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HIGH POINT 
HOSPITAL 


PORT CHESTER, NEW YORK 
POrt Chester 5-4420 


1s son analytically oriented psychotherapy, cach patient receiving a minimum 
of three therapeutic hours per week. Physiologic forms of treatment are available 
herapy administered by attending psychoanalysts, and re sidents in advanced training 
inder the mmediate supervision of the director: staff of medical and surgical con- 


iltants; near New York City 
ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


WILLIAM V. SILVERBERG, M.D., F.A.P.A. STEPHEN P. JEWETT, M.D. 
Chief Consultant in Psychotherapy Chief Consultant in Clinical Psychiatry 
RUTH FOX, M.D. L. CLOVIS HIRNING M.D. 
Associate Consultant Associate Consultant 
iftfending Psychotherapists 
I WM. BRILL, M.D DANIEL GOLDSTEIN, M.D., F.A.P.A. 
LEONARD FRANK, M.D STEPHEN KEMPSTER, M.D 
SYLVIA GENNIS, M.D SIMON NAGLER, M.D = 
LEONARD GOLD, M.D., F.A.P_A MERVYN SCHACHT, M.D 
ANTHONY W. ESPOSITO, M.H.A LEATRICE STYRT SCHACHT, M.A LOIS CARLSEN, R.N 
Hospital Administrator Psychologist Directress of Nurses 
School Calendar: Fall semester begins September 4, Parents’ Day November 19, 20, 21, Christmas Program 


December 20 


for children 


WITH EDUCATIONAL, EMOTIONAL OR SPEECH PROBLEMS 


The school programs are directed by an excellent staff of teachers 
in special education; a speech therapist, recreational and occupa- 
tional therapists; a clinical psychologist, and the school psychiatrist. 


A training center in special education for student teachers at the 
University of Michigan. Daily conferences attended by all teachers, 
therapists and the school psychiatrist. 


Complete reports sent to referring physician at end of each term. 
Licensed by the Department of Public Instruction. 


Registered by the A.M.A. Member American Hospital Association. 


The Ann Arbor Schoo 


For catalog and information address Tue Recistrar, 1700 Broadway, Ann Arbor, Michigan 
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THE ANDERSON SCHOOL 


STAATSBURG-ON-HUDSON, NEW YORK 


coed—elementary, high school, college preparatory and 
post graduate departments 
e 


FOXHOLLOW-ON-HUDSON 


RHINEBECK, NEW YORK 


a special school for **exceptional’’ children 


under psvchiatrie direction 
- 


ANDERSON, M.D... LL. D.. Director 


- 


An Institution for the study and treatment 
Write 
EST. 1898 


HERBERT A. SIHLER, Director JOHN H. NICHOI 


WINDSOR HOSPITAL 
CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7 
Member American Hospital Ass'n and Central Ne psvchia 


{pproves 
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The America College of Suraeo 
XXII 


A private psychiatric 
sanatorium employ- 
ing modern diagnostic 
and treatment proce- 
dures—electro shock, Partial view of grounds showing Men's Administrative Build- 
3 li hoth me ing, The Tower under which is the beauty shop, and several 
FASUIIN, psye omer- private cottages including Myrtle Cottage and Cedar Cottage. 
apy, occupational and 


recreational therapy— 

ecreational therspY- WESTBROOK SANATORIUM 
tal disorders and ( 

problems of addiction. 


PAUL V. ANDERSON, M.D. JOHN R. SAUNDERS, M.D. 
Stoff: President Associate 
; ] REX BLANKINSHIP, M.D. THOMAS F. COATES, M.D. 
Medical Director Associate 


P.O. Box 1514. RICHMOND, VIRGINIA Phone 5-3245 


North Shore Health Resort 


on the shores of Lake Michigan 


WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 


MODERATE RATES 


Established 1901 Fully Approved by the 
Licensed by State of Illinois American College of Surgeons 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


225 Sheridan Road Winnetka 6-0211 
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VALLEY HEAD 
HOSPITAL 


CONCORD, MASSACHUSETTS 


For the treatment of psychoneuroses, al- 
coholism, mild mental disorders, and 
chronic diseases. Pleasant pastoral set- This office would like to obtain by 
ting near historic Concord. Accepted purchase or by gift copies of the Jan- 
modern therapies used. Complete occu- uary 1886, July 1887, October 1888, 
pational and recreational facilities avail- February 1950 and the October 1950 
able including outdoor swimming pool issues of the AM ERICAN JOURNAL 
and tennis court. OF PSYCHIATRY, which are miss- 
ing from our files. Please notify Mr 
S. Gacnos, M.D., Superintendent Austin M. Davies; Room 412, RKO 
Pau. B. Jossaan, M.D. Building, 1270 Avenue of the Ameri- 
Director of Clinical Psychiatry + cas, New York 20, New York, if you 


know of the availability of these 
Post Office Address—Box 151, 


Issues 
Concord, Mass. 


Telephone—Concord, Mass. 1600 


Brochure Upon Request 


KEEP AND PROTECT 
YOUR JOURNALS 


AMERICAN 


IN THIS NEW aa 
VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


$2.00 each: 3 for $5.00 SSss 


ORDER DIRECT FROM 
AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, N. ¥. 2 
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CLINICAL 
STAFF 


MEDICAL STAFF 
OF PENNSYLVANIA 
Lestie R. Angus, 
Robert Devereux, 
Ruth E. Duly, B.D. 
Herbert Merskovitz, 4.0. 
4. Scott, M.D. 
Calvin F. Settiage, M.D. 
Ruth Stephenson, 


PSYCHOLOGICAL STAFF 
OF PENNSYLVANIA 


"Director of Research 
Miltea Bratten, Ph.D. 
Michael B. Dunn, A.M. 
Robert G. Fergusen, A.M. 
Edward L. French, Ph.D. 
A. Kisiser, A.M. 
Mary J, Pawling, A.M. 
4. Eleanor Ross, Litt.M. 


PROFESSIONAL STAFF, 
THE DEVEREUX 
RANCH SCHOOL, 
CALIFORNIA 
Charles Campbell, Jr., 
Consulting Pediatrictes 
Richard Hi. Lambert, M.D. 
Consuliting Peychiatrist 
A. McGuire, M.D. 
Consulting Psychiatrist 


Davie L. Reeves, 
Consulting N 


Robert L. Brigden, Ph.0. 
Director of the Ranch Schooi 


Thomas W. Jefferson, Ph.D. 
Clinical Paychologist 


ACHIEVEMENT 
in Social Growth 
through Therapeutic Guidance 


HE COMPLETE vocational and educa- 
tional facilities of Devereux Schools are 


‘under the close supervision of a staff of 


trained psychiatrists. The child who is failing 
academically and socially is studied as an indi- 
vidual. He is taught to mobilize his aggres- 
sions acceptably, to compete constructively, 
and to live successfully with the group. 


When, in your practice, you encounter a 
child who is not making satisfactory progress 
in school and is failing socially, you are in- 
vited to let us evaluate the potential outcome 
of Devereux’ specialized education with ther- 
apy. Our experienced staff will review thor- 
oughly each case history and offer a detailed 
report. - 


Please address your inquiries to: 
JOHN M. BARCLAY, Registrar 


FOUNDATION 


Hetena T. Devereux, Director 
SANTA BARBARA, CALIFORNIA + DEVON, PENNSYLVANIA 
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